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Public Health Nursing in the National Emergency 


\ \ E AMERICANS have gone through 
a winter of great significance to the country 
and to ourselves as individuals. Looking 
backward to the momentous days, the begin- 
ning of the Korean incident, one is heartened 
by the good spirit, the desire to cooperate, 
evidenced by all. Our faith has never 
wavered that right and truth will prevail. 
At this writing the news from our fighting 
men is good. Our belief is strengthened that 
the forces of democracy are greater than the 
repressive might of fascism and communism. 

But no matter how sanguine we may right- 
fully be, common sense tells us that our 
people must continue to live in a state of 
preparedness for possible grave emergencies 
until such time as the great nations reach a 
true understanding. It seems likely that for 
many years we must concern ourselves mainly 
with the plans and programs that will help 
our country remain strong and win through 
to a lasting peace. 

We in the health field have an important 
role to play. We will do well to acknowledge 
now and plan ahead for a continuing period 
of an emergency nature—a period of short- 
ages of personnel and equipment, of pressures 
and demands on programs—a picture already 
too familiar. 

In this issue the NopHN presents a state- 
ment on recommendations for agency adjust- 
ments to meet additional calls for service in 
the face of depleting staffs. Unfortunately, 
there is no magic formula. The realities of 
the situation can be met only by weighing 
needs and concentrating resources where they 
can accomplish the most for the families 
public health nurses serve. 


bho 


The recommendations are based on prac- 
tices which have been found to be effective 
where they have been applied. Almost all of 
them have been put to the test by alert, for- 
ward-thinking administrators in various parts 
of the country. They have proved themselves 
to be sound and goed. It is not easy, especially 
in times of stress, to make drastic changes— 
yet it is the very stress that places the demands 
upon us—and nurses have never sought the 
easy way. It is incumbent upon everyone 
who has any sense of responsibility for public 
health nursing services to study the recom- 
mendations and see where some of these 
changes may be made almost immediately. 

Every member of the staff, of the board, 
of committees, has an interest in these recom- 
mended adjustments—an interest in seeing 
that her community will have the best pos- 
sible essential public health nursing services 
during the emergency period. Each one should 
have the opportunity to study the statement 
and present her thinking on it. Staff con- 
ferences and board meetings should be de- 
voted to discussions and interpretation of the 
vital recommendations. 

For some agencies applying the recom- 
mendations will mean greater changes than 
for others. If reassurance is needed, bear 
this in mind: The adjustments, although 
they pare certain services and definitely 
delimit or eliminate others, are based on 
sound principles of what is good for the com- 
munity. When the time comes for broaden- 
ing programs again it will be easier to build 
on the adjusted program, based on the healthy 
philosophy of fundamental services and 
proven technics. 
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The Relationship of Mental Hygiene to 
Growth and Development 


MARCIA M. COOPER, Sc.D. 


EVERY nurse nowadays 
accepts as a matter of course the fact that 
human growth and development normally 
follow an orderly pattern or sequence of 
steps. We are familiar with the landmarks 
of physical growth in infancy and childhood. 
But we sometimes lose sight of the emotional 
development which accompanies it, as well as 
the fact that all advances in development in- 
volve change of some sort—change in size 
and change in function. Such changes require 
readjustment on the part of the individual 
and those around him in the form of new 
activities, new attitudes, and new relation- 
ships. 

This pattern of development is not finished 
when the adolescent reaches adult size and 
function but continues until life’s end and 
provides many of the fields of endeavor which 
occupy the public health nurse. That is to 
say, the adolescent girl rapidly becomes an 
adult who experiences marriage, motherhood, 
and the menopause. Her counterpart estab- 
lishes himself in a job, and both encounter the 
responsibilities, anxieties, and satisfactions in- 
volved in setting up a home, rearing children, 
and striving for security. This pattern is 
complicated for nearly all by occasional ill- 
ness, accidents, and the eventual departure 
of the children from the home. Finally, there 
is retirement and old age, with the necessity 


Dr. Cooper is assistant professor, Public Health 
Administration, School of Hygiene and Public Health, 
Johns Hopkins University. 


for new adjustments in the way of living and 
very often accompanied by dependency and 
chronic iilness. 

At every point in this cycle the public 
health nurse can and does play an important 
role. In order to do so with as much satis- 
faction as possible to herself, her patient, and 
the community she should appreciate what 
a particular experience means to the patient 
as an individual and to the group of which 
he is a member. She should interpret each 
to the other when necessary. For it is only 
when each stage of development is accom- 
plished with all possible strength and satis- 
faction that it forms a firm, wholesome 
foundation upon which succeeding stages may 
be safely built. 

For instance, a mother with her first baby 
may feel that an exact feeding schedule makes 
for efficiency in planning her own work and 
is good training for her baby. The nurse may 
help her to recognize what a fundamental 
threat it is to her hungry infant to have to 
wait for half an hour and, conversely, what 
a satisfaction self-demand feeding would be 
to him until he is old enough to settle down 
to regular feeding habits. In regard to the 
older baby who has arrived at the toddling, 
into-everything stage, she can explain his 
normal urge to learn through exploring 
handling, mouthing, et cetera. She and the 
mother can then work out together safe, 
simple ways of providing constructive, satis- 
fying activities and play materials for the 
child. The great advantage, however, will be 
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the iniproved relationskip between mother and 
child on the basis of which both go forward 
to the next stage of development. , 

Feeding is perhaps the most important 
single experience of the infant and young 
child, for it not only provides the material 
for his physical growth but is closely linked 
to his emotional development and has im- 
portant cultural and family associations which 
are likely to persist throughout life. With 
this in mind the nurse can guide the mother 
in making feeding a satisfying experience 
which both share, rather than one of anxiety 
and frustration for one or both of them. 

Some infants should be permitted to have 
an irregular, self-demand schedule for the 
first few weeks. Although some mothers can 
accept and carry out such a schedule easily 
others will need help from the nurse to under- 
stand how to do so with confidence. Some 
babies are slow to accept new experiences 
comfortably and this may first be observed 
when solid foods are introduced. In such 
cases the inexperienced, conscientious mother, 
anxious to follow the doctor’s directions, may 
force the new food in spite of the child’s pro- 
tests. This method may appear to be suc- 
cessful for a time but the child’s growing 
resistance to the feeding situation in general 
becomes a real problem later when he has 
developed more ability to express his own 
ideas. 

It is more desirable to allow such a child 
to accustom himself very gradually to the 
new food, offering it only in such amounts 
as he will accept readily, no matter how small, 
or even waiting for a week or two when he 
may be ready to accept it more willingly. 
It is also well to recognize that every child 
does not have to eat every kind of food. Most 
adults have their preferences and dislikes, and 
a child is entitled to a few dislikes too. These 
need cause no anxiety since a_ sufficiently 
varied diet insures that another food will pro- 
vide the nutritional values of the one which 
is refused. 


HE URGE TOWARD independence may be 

a seen very early in some children. Mothers 
of such youngsters report that at about one 
year they become determined to feed them- 
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selves but are still teo clumsy tg do so except 
with their fingers—and the mess they make! 
One worried mother complained that her ten., 
month old son had refused to take anything 
but his bottle for the past three days. When 
the feeding situation was observed it was 
discovered that this mother who was always 
rather overneat was, at this time, in the first 
trimester of pregnancy and suffering a good 
deal of nausea. She found her baby’s efforts 
to feed himself quite revolting to watch and 
so had resorted to holding his hands behind 
his back with her left hand while forcibly 
spooning the food into his mouth with her 
right. His protests had become more and 
more determined until finally he had reached 
the point of turning his head away from the 
advancing spoon and refusing solids alto- 
gether. There was much to be said in favor 
of both mother and child, but a compromise 
worked for both when the mother saw the 
importance of it. When protected by a large 
plastic bib and left alone with the food before 
him the child fed himself with great satis- 
faction and his mother didn’t have to watch. 

Another problem situation which is inherent 
in the growth situation arises from the fact 
that the rate of growth begins to slow marked- 
ly after the first year and by two years has 
almost reached a standstill. Because of this 
the child’s appetite may decrease considerably 
some time in the second year. When the 
baffled mother contrasts this smaller appetite 
with the ravenous one he had as a baby she 
may feel that the child is either sick or 
“ornery’ and begins a determined struggle 
to increase his intake. Unfortunately, this 
tug of war often occurs at the time the child 
is normally entering the negativistic period of 
development, and each factor reinforces the 
other in building friction between mother 
and child. This situation could be avoided if 
the mother were forewarned that such be- 
havior is a normal phase of development, ob- 
served in most children to some extent. She 
can then let the child be the judge of how 
much he wants to eat, secure in the knowledge 
that under ordinary circumstances he will eat 
enough for his growth requirements if left 
alone to do so. 


One of the most important achievements 
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Most 
parents give this idea lip service at least. 
Many parents have a genuine desire to have 
the child reach this goal but feel that it will 
future time 

when he is eighteen perhaps, or when he gets 
his first job, or marries. Meanwhile they take 
it for granted that his every decision and ac- 
tivity shall be dictated to him by the much 
wiser and more experienced adults in his life. 
And why not? They love him and know what 
They want him to grow up 
strong and well, escape injury, be well man- 


for any child is to become independent. 


come automatically at some 


is good for him 


nered and dressed neatly and suitably, to pro- 
xress in school in short to be a success in 
his own small way and do the family credit. 
Is there anything wrong with that? — Yes, 
there is something fundamentally wrong. The 
child who becomes accustomed to wait for 
some adult to tell him what he should do 
eventually himself in a situation in 
which he must think for himself and make his 
Then, since he is totally un- 
used to think and act on his own initiative 


finds 
own decision 

he becomes panicky. Lf the pressure becomes 
too he may develop psychosomatic 
mptoms, or limp through life in his own par- 
ticular psychoneurotic pattern, for psycho- 
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uring childhood these changes come rapid- 
ly one after another and we hardly have time 
to get used to the preschooler who is con- 
tent to remain close to home than we are 
faced with the school child who must negotiate 
traffic on his way to school, make his own 
way with many strange children and adults, 
and who is demanding a bicycle, an allowance, 
and a later bedtime. In adult life the changes 
occur much less frequently, but all of us make 
new ventures, new relationships, and new 
adjustments in which the nurse may be called 
upon to help. 

The mother experiencing her first pregnancy 
may be a “prenatal” to some nurses, but it 
addition she may be a rather bewildered and 
even resentful young girl who feels that she 
hasn't vet -had a chance to become sure of her 
adjustment to marriage. She may be doubt- 
ful of her ability to take on this new responsi- 
bility and fearful of the experience itself. 
The nurse who is interested in her as a person 
as well as a case may be able to resolve some 
of these unnecessary fears, or by merely listen- 
ing sympathetically help the mother accept 
the situation more comfortably. One young 
Negro mother in telling of her first delivery 
laughed ruefully as she said, “Oh. I gave those 
nurses and doctors a hard time. I took on 
terrible. You see, I spent most of the time 
while I was pregnant with my big sister i: 
the South and she kept telling me that death 
walks around the bed of a woman in child- 
birth ninety-nine times and, if you haven't 


fetched vour baby by that time. the hundredth 


tim » gets von! ¢ onemed cn. lang 3 
time he gets you. It seemed so long and 
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nursing care or teaching someone ‘n the house- 
hold to do so. The patient must give up 
accustomed activity and the status of one who 
makes his contribution to family life. Each 
member of the family carries an extra burden 
or feels some deprivation. Resentment and 
anxiety grow on both sides. One mother 
bringing her children into the well baby 
clinic confided, “My children give me no 
trouble; it’s my invalid mother-in-law. Be- 
cause she has to be with us we don’t have 
proper sleeping space for the children. I 
never can go out because she gets so upset 
if she’s left alone. She speaks only Polish 
and I don’t know any Polish. Sometimes 
I think I'll go crazy.” It would be easy 
to sympathize with either of these unfortunate 
women—one sick, dependent, unable even to 
talk to the resentful daughter-in-law who 
cared for her, the other resentful of the time 
and the space she had to give this alien woman 
at her children’s expense. When the situation 
was viewed as a problem for the whole family 
some plans were worked out that relieved the 
tension for all to some extent. With some 
help the old lady was gotten up in a chair 
for part of each day. She was then encouraged 
to do a little mending, prepare vegetables and 
help in other ways. The older children 
formed the habit of taking their after-school 
snack into her room and sharing it with her. 
At such times she taught them little Polish 
songs, et cetera. She was again making some 
contribution to family life. The children 
regarded her with more affection and respect 
and their mother had a little more freedom. 

Many nurses feel that to be aware of prob- 
lems means that they must then deal with 
them, and the prospect is staggering. But 
this doesn’t necessarily follow. Recognition 
of problems sometimes means only that the 
nurse does her usual job with more effective- 
ness. Other problems are outside her prov- 
ince, but she usually has a much_ better 
knowledge of the community’s resources than 
the family and can refer them to the appro- 
priate professional source of help. 

There will always be some individuals who 
do not respond to the most well meant and 
helpful suggestions. In such cases the nurse 
should feel that she has done what she could 
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and the rest is the responsibility of the pa- 
tient or his family. If she attempts to go 
further she may begin to resent what seems 
like indifference or resistance on the part of 
the patient while he in turn may resent what 
he feels as undue pressure. The result is 
that both may work at cross purposes and 
both may feel guilty—the nurse because she 
hasn’t succeeded in carrying out what she 
knows to be important in the patient’s medical 
care, and the patient because he has not done 
what is expected of him. 

It is better, once the need and the available 
resources are clear to the patient and the 
nurse has made her interest felt in a friendly 
way, for her to let the patient work the 
problem through for himself. The result 
may not be what the nurse would have 
planned but it may be equally practical and 
more acceptable to the patient, if only be- 
cause it is his own solution. To do otherwise 
may create a situation in which the nurse by 
her genuine interest and efficiency makes her 
patients overdependent upon her and so makes 
a mistake similar to that of the overprotec- 
tive mother. 

Some time ago a Negro mother with quite a 
flock of children was observed to be very casual 
in her clinic attendance. She came when she 
thought she needed to and otherwise stayed 
away. We felt that we were “not making a 
dent in her.” One day she surprised us by 
coming in without an appointment to tell of 
a perfectly appalling tangle of problems that 
had arisen due to the sudden death of her 
husband from pneumonia. When she was 
through we asked her what she wished us to do 
and she answered, “You can’t do anything, 
but I was so mixed up I felt if I could talk 
it over with a friend it would come clear in 
my mind what / have to do.” This incident 
taught us a highly valued lesson. This mother 
had profited much more than we realized from 
the clinic relationship but it was not measured 
in clinic attendance. She remained an inde- 
pendent person, able and willing to cope with 
her own problems. 

What then does all this mean to the public 
health nurse as she goes about her day’s 
work? It means that by viewing the whole 
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Major Tool in Professional Education 


ELEANOR PALMQUIST, R.N. 


HAT A PROFESSION needs a maga- 


zine as a means of widespread communication 
would, | believe, be accepted without question. 
It follows then that this magazine would be 
of value in the educational program of that 
profession. The objectives of our introduc- 
tory course in public health nursing are: 


To explore the scope and function of the nurse in 
the community. 

To learn the structure within which the nurse 
functions in the community. 

To develop an understanding of the evolution of 
nursing in the community, current problems, and 
trends. 

To develop an understanding of the principles 
basic to effective functioning of the nurse in the 
community. 

To study the relationship of the nurse in the 
community to the private physician and other com- 
munity workers. 


How Pusric Nursinc may be 
used as an educational tool in promoting the 
above objectives will be briefly presented here. 

The magazine is of value for study of both 
current and historic issues and developments. 
The content of issues of the last five years is 
generally considered current. For historic in- 
terest copies of the magazine and the bulletins 
which preceded it are available back to 1909. 
Students are encouraged to subscribe to the 
magazine since it is used in place of a text- 


Miss Palmquist is assistant director in charge of 
Public Health Nursing Programs, School of Nursing, 
University of Oregon Medical School. 


book. The Nopun offers special reduced 
rates to students subscribing in a group. This 
facilitates matters for the class. 

Public health nursing is a part, but not the 
whole, of an amazingly large number of areas 
in addition to nursing and public health. As 
well as all of the service areas, from pediatrics 
to geriatrics, there are those that filter through 
the whole, such as nutrition, mental hygiene, 
and dental hygiene. In addition, there are 
areas from which public health nursing bor- 
rows and to which it contributes, such as 
education, counseling and guidance, social 
work, and health education. The fact that 
Pustic HEALTH NursING synthesizes cur- 
rent information from all of these areas has 
long been accepted by public health nurses as 
the one hope of keeping informed. The stu- 
dent quickly becomes aware that she will not 
learn all she would like and should know 
about public health nursing during the time 
she is in school. Familiarity with the pro- 
fessional magazine and an increasing ability 
to use it are reassuring as an available means 
of continued growth. 

Reports of events of national and _ inter- 
national interest as well as publications and 
activities of official and voluntary agencies 
are a potential means for keeping informed 
or for learning where additional information 
may be secured. The scope of the magazine 


contributes a feeling of professional together- 
ness. Nurses in the North, South, East, and 
West, as reflected in the pages of the maga- 
zine, seem to share the same ideals and meet 
many of the same problems. 


The interest of 
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the nonnurse citizen, the sociologist, the re- 
search worker, the psychologist, and many 
others, as shown through contributions to the 
magazine, reflects the value of the public 
health nurse in the community. This is of 
importance to the student who must develop 
a sense of belonging and a conviction regard- 
ing the value of her work. 

At each class session a student may report 
on any recent article. This has a threefold 
purpose. It motivates the students to browse 
through the magazine, gives them the oppor- 
tunity to choose articles of special interest, 
and provides experience in leading a discus- 
sion. A more important value is the fact 
that the discussion of the article inevitably 
brings out differing opinions and thus stimu- 
lates thinking. Perhaps this effort to en- 
courage individual thinking is what one stu- 
dent had in mind when she said that she had 
not realized she would be expected to do 
“creative studying.” In order that class dis- 
cussions may be purposeful they are sum- 
marized by formulating principles of public 
health nursing. The principles developed by 
each class, although fundamentally the same, 
vary as they are developed from the exper- 
ience and reading of the students as reflected 
in the discussion. 

In considering the history of public health 
nursing, back issues of the magazine provide 
an opportunity for the students to see develop- 
ments through the eyes of the leaders of 
earlier times. Students are asked to browse 
through the bound volumes prior to 1920. 
The following are samples of articles in the 
1915 volume: 


Fulmer, Harriet. The pioneers in public health 
nursing. The Public Health Nurse Quarterly, Janu- 
ary 1915, v. 7, p. 19-22. 

Waterman, Richard. Efficiency in public health 
nursing. The Public Health Nurse Quarterly, April 
1915, v. 7, p. 71-85. 

Beard, Mary. Prenatal nursing. The Public 
Health Nurse Quarterly, July 1915, v. 7, p. 13-24. 

Gardner, L. Mary. President's address, third an- 
nual meeting of the National Organization for Public 
Health Nursing. The Public Health Nurse Quarterly, 
October 1915, v. 7, p. 29-33. 

Wile, Ira SS. The nurse of tomorrow. The Public 
Health Nurse Quarterly, October 1915, v. 7, p. 46-54. 
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—— THROUGH the older volumes has 
incidental values. The emphasis on ty- 
phoid fever, description of the sanitation 
nurse, as well as information on such topics as 
how to clean a stove, helps students to get a 
feeling for problems of public health nursing 
in the early days. Any tendency to become 
complacent vanishes when our “modern” de- 
velopments, such as geriatrics, mental hygiene, 
and hospitals as health centers, are found 
mentioned in the magazines prior to 1920. 

The humor and conviction of the nurses, 
as reflected in the pages of these issues, make 
an enjoyable and worthwhile contribution to 
discussions on the development of public 
health nursing. 

Articles about the student’s home state 
have particular appeal. Two of the many 
articles on state programs that may be used 
are: 


Smith, John A. State programs of public health 
nursing. The Public Health Nurse, September 1920, 
v. 12, p. 730-743. 

Mclver, Pearl. Public health nursing legislation. 
The Public Health Nurse, July 1930, v. 22, p. 372- 
376. 


The series of articles by James A. Tobey 
on “State Laws on Public Health Nursing,” 
referred to by Miss McIver in the above 
article, serve as a means of stimulating interest 
in present laws. 

Other articles of historical interest that 
should not be overlooked are: 


Dock, Lavinia L. History of public health nurs 
ing. The Public Health Nurse, October 1922, v. 14, 
p. 522-526, and November 1922, p. 590-593. 

Beard, Mary. Public health nursing and its admin- 
istration; municipal and private control. The 
Public Health Nurse Quarterly, April 1917, v. 9 
p. 147-155. 

Emerson, Haven. The visiting nurse, a county 
service. The Public Health Nurse, July 1923, v. 7, 
p. 345-353. 

The nurse in the county health unit. Pusric 
Heattu Nursinc, January 1932, v. 24, p. 7-12. 

Drinker, Cecil K. Problems and progress in pub- 
lic health. Purtic HeartH Nursine, January 1936, 
v. 28, p. 10-14. 


Winslow, C.-E. A. Nursing and the community. 
Pustic Hearts Nursinc, April 1938, v. 30, p. 230 
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Sumner, Mary R. When we were very young. 
Pustic HEALTH NursincG, July 1941, v. 33, p. 422-3. 


Little time is spent on history as such, 
because the main objective is to follow devel- 
opmental patterns, thereby learning how pub- 
lic health nursing “got that way.” To ac- 
complish this the articles on specialized versus 
generalized nursing service followed 
through the magazines of January 1916, 
April and October 1922, the issues of 1931 
and 1932, on through ‘Desirable Organiza- 
tion of Public Health Nursing for Family 
Service” in August 1946, and Katharine Fa- 
ville’s discussion, “Organizing the Community 
for Public Health Nursing,’ in February 
1947. Discussion of these articles presents 
opportunity to explore reasons for the opin- 
ions expressed, how they developed, and what 
their present counterparts are. The span of 
time covered by these articles helps point up 
the time required to effect changes in com- 
munity practice. 

The place of bedside care in public health 
nursing is studied in the same way. The 
following references are given to the student 
as leads: 


Fox, Elizabeth G. Is a visiting nurse a_ public 
health nurse? The Public Health Nurse, August 
1919, v. 11, p. 5 

Lent, Mary E. The fundamental importance of 
bedside care in public health nursing. The Public 
Health Nurse, September 1920, v. 12, p. 774-781. 

Wald, Lillian G. The public health nurse as an 
educator. The Public Health Nurse, February 1921, 
¥.. 34, 

Fraser, Mary G. Setting to work as a county nurse. 
The Public Health Nurse, August 1921, v. 13, p. 412- 
416. 

Champion, Merrill. Again, what of the public 
health nurse? The Public Health Nurse, February 
1923, v. 15, p. 67-69. 

Foley, Edna L. Bedside care. The Public Health 
Nurse, May 1923, v. 15, p. 235-240. 


49-378. 


Royer, Franklin. Public health nursing versus 
bedside work. The Public Health Nurse, May 1923, 
v. 15, p. 231-234. 

Kass, Marie. Are we going back to bedside nurs 
ing? Pustic HeartH Nursino, October 1941, v. 33, 
p 590-5938, 


Vickers, Kathryn 


Bedside nursing is part of our 


job, Pustic Heavtu Nursinc, October 1941, v. 33, 
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Prindiville, Marguerite. Joint voluntary and 
official programs. Pustic HeartH Nursinc, Febru- 
ary 1941, v. 33, p. 96-101. 

To follow this subject up to the present 
time, “Desirable Organization of Public 
Health Nursing for Family Service,” August 
1946, is pertinent. “Health Officers Adopt 
Public Health Nursing Principles,” January 
1947, climaxes the series. No student must 
read all of these articles, but if the reading is 
divided among the class members the content 
of all the articles contributes to the class. 

The relationship of the public health nurse 
and social worker is followed in the magazine 
from Mary Gardner’s article in April 1917 to 
Katharine Hardwick’s “Trail Blazing in So- 
cial Work,” The Public Health Nurse, March 
1930, v. 22, p. 115-121, and finally to Cora 
Kasius’ article, “Public Health Nursing and 
Family Case Work,” Pustic HEALTH NuRs- 
ING, October 1938, v. 30, p. 590-595. 

Had we achieved in practice what was ad- 
vocated by Miss Gardner in 1917, this article 
would still be of historic interest. However, 
it has even greater value in that it presents 
a philosophy and pattern that we are still 
trying to attain in 1951. The “why” is an 
inevitable part of the discussion. 

It is interesting to compare recent articles 
on citizen participation with “A Discussion of 
the Characteristic Values and Limitations of 
Lay Members on a Professional Directorate” 
by Mary Beard and Alice A. Wood in the 
August and September 1921 issues. Twenty- 
five years have made many changes in person- 
nel policies and in the functions of the public 
health nurse. Progress is made evident by 
comparing “Policies and Problems of Public 
Health Nursing Services” in the 1925 issues 
with current personnel policies and with “Pub- 
lic Health Nursing Responsibilities in a Com- 
munity Health Program,” February 1949. 

When this approach is used the students’ 
thinking seems to follow the same develop- 
mental stages through which public health 
nursing has passed. 

Pustic HEALTH NwrsING is the only tool 
by which a complete chronological approach 
can be developed. It is invaluable to the 
student while she is in school and continues 
so for the rest of her professional life. 
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Inservice Education 
in Cancer Nursing 


a NURSE wants to help a patient 
who is suffering. Whether the illness is cancer, 
tuberculosis, or heart disease is immaterial. 
The patient needs help and the nurse wants 
to give it. Her effectiveness, however, depends 
upon her knowledge of the disease, her under- 
standing of the patient, and her ability to give 
skilled nursing care and to teach the patient 
and his family. 

Agencies responsible for nursing service 
who wish to provide maximum support to the 
cancer program and adequate care to the 
cancer patient must give thought to the prepa- 
ration of the nurse. It is impossible for any 
one nurse to master everything that should be 
known in the complex array of specialized 
fields of knowledge. In cancer, probably as 
much as in any other field, knowledge and 
technics are rapidly expanding and constantly 
changing. If the nurse is to be kept up to 
date, and her knowledge and practice brought 
into close balance, there must be continuous 
inservice training. 

Cancer inservice education programs, like 
any others, should be designed to meet the 
needs and interests of the individual and the 
group. The educational director or supervisor 
responsible for educational programs should 
have a high degree of alertness, anticipate 
needs, and provide opportunities for the nurse 
to recognize and meet her own inadequacies or 
limitations. No nurse should be allowed to 
get on strange or unfamiliar ground before 
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she is ready. High dividends are paid when 
the nurse is well prepared for she will find 
c-ncer challenging and will grasp every oppor- 
t. .ity for effective teaching in a real situa- 
tion. 

There is no single method of conducting 
inservice education and no blueprint which 
will guarantee a comprehensive, effective pro- 
gram. Each community and nursing agency 
has its own peculiar problems and needs which 
should form the basis of a functional pro- 
gram. A good approach is “problem solving” 
which involves the following steps: 

1. Analyzing, defining, and stating the problem 

2. Determining the nurse action that should be 
taken 

3. Deciding what the nurse should know in order 
to take the action 

4. Determining the methods or procedures to be 
used in developing the necessary skills or abilities 

5. Evaluating the selected learning and total out- 
comes. 

During the next few months a series of 
articles will appear in Pustic Nurs- 
ING presenting an outline on cancer nursing 
using a “problem-solving” approach. This 
outline will include seven areas or units of 
work. A real problem substituted for the 
hypothetical one may be more tangible and 
meaningful to the nurse. The development 
of the inservice staff program should reflect 
the philosophy of the agency and should be 
based upon the specific needs of the learner. 

The cancer inservice education program 
should be an experience in living and working 
together. The educational director has four 
major responsibilities: 

First, to see that the administrator’s ap- 
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proval is secured and that time is allowed in 
the nurse’s day for study, observation, and 
practice. 

Second, to secure the cooperation and par- 
ticipation of the private physician, detection 
center, tumor clinic, hospital, health depart- 
ment, and other agencies providing service to 
the cancer patient. Each agency should 
understand the objectives of the educational 
program for nurses and the role that it is to 
play. When intramural or extramural par- 
ticipation is desired, time must be allowed for 
planning and interpretation so that each will 
receive maximum benefits from the experience. 
For example, if the tumor clinic doctor is 
asked to interpret to the nurses the services 
of the clinic he should at the same time be 
helped to see that casefinding and caseholding 
will be improved in direct proportion to nurses’ 


Suggested Outline: Cancer 


I. CANCER—A PUBLIC HEALTH PROBLEM 
Statement of Problem 

In a community of 10,000 persons it is 
estimated that in any one given year there 
will be: 

35 newly diagnosed cases of cancer 

12 cases diagnosed in a previous year 
but still under treatment 
Of these two categories 14 will die 
of cancer, and, 
17 additional persons will have un- 
discovered cancer.* 

It is believed “that if present diagnostic 
and curative services of the finest type were 
available to everyone, two thirds of the 
people who develop cancer could be cured. 
Today we are curing only one third.”** 


* These data are based on experience in morbidity 
surveys in five metropolitan areas: Atlanta, New 
Orleans, Denver, San Francisco, and Pittsburgh. The 
surveys were conducted by the National Cancer 
Institute in 1948 

Unpublished speech given by Dr. Austin V. 
Deibert, chief, Cancer Control Branch, National 
Cancer Institute, at Harvard Medical School, Boston, 
November 7, 1948. 


understanding. 

Third, to provide source materials for the 
use of the nurse. No single textbook should 
be used but instead a variety of current 
periodicals, pamphlets, and the like. An ex- 
tensive list of source materials, visual aids, 
and other teaching devices has been developed 
by the Cancer Nursing Section, National 
Cancer Institute, and is available upon re- 
quest. 

Fourth, the educational director and _ staff 
should cooperatively determine the objectives 
and outline the program. 

The user of this outline should feel free to 
use all or parts of it and in any order desired. 
It may be expanded or limited depending upon 
the interests and needs of the individual and 
group, the resources available, and the amount 
of time allowed for inservice education. 


Nursing Inservice Education 


1. How much cancer do we have in our 
community ? 

2. What are we doing to control can- 
cer? 

. How effective is our cancer control 
program? 

4. What improvements are needed? 

.What is my role in cancer control? 


w 


Content 
A. The cancer problem 

1. Statistical 
a. Mortality (local, state, national) 
b. Morbidity (local, state, national) 
Sociological aspects 


do 


Psychological aspects 
a. Patient 

b. Family 

c. Professional 

d. Lay 

Cancer control program 
Education 

Early discovery 
Prompt, adequate treatment 
Follow-up 
Rehabilitation 


~ 
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6. Research 
7. Evaluation 
8. Legislation 
C. Functions of the nurse in cancer control 
. Casefinding 
. Caseholding 
Rehabilitation 
. Education 
Research 


wr — 


Suggested Activities 
1. Make a simple study of your community 
to determine (a) mortality (b) morbidity 
(c) population characteristics, such as 
occupations, economics, health practices 
(d) resources available (e) housing. 

. Analyze a cancer patient record for 
physical, emotional, social, economic, 
and related problems. 

3. Appraise and discuss attitudes toward 
cancer. 

4. Review your state and local cancer con- 
trol programs. 

Plan a cancer control program for your 

community. 

6. Discuss the adequacy of cancer legisla- 
tion in your state. 

Discuss the values of cancer reporting 

and-case registers. 

8. List the functions of the nurse in the 
cancer program. 


to 
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9. Discuss methods of integrating cancer 
in the generalized program. 
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ll. THE NATURE OF CANCER 
Statement of Problem 
The science teacher from the local high 
school has asked the public health 
nurse to assist in the development of a unit 
of study related to cell growth. He is 
especially desirous that cancer be included. 
What does the nurse need to know in 
order to give this assistance? 


Content 

A. Normal cell and cancer cell growth and 
degeneration 

4. Predisposing causes of cancer 

C. Early symptoms 

D. Types of cancer 
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1. Carcinoma 
2. Sarcoma 
3. Lymphomas (leukemia and Hodgkin's 
disease ) 
E. Distribution 
1. Age 
2. Sex 
3. Site 
I. Methods of spread 
G. Effects of cancer upon the body 


Suggested Activities 

1. Have a pathologist or other qualified 
medical person discuss nature of cancer. 

2. Show and discuss films: 

a. What is Cancer? 
b. Challenge: Science against Cancer. 

3. Attend tumor conference. Note primary 
and metastatic cancers. 

4. Review hospital case histories and list 
early symptoms and observable physical 
effects. 

5. See gross specimens in pathology labora- 
tory. 

6. Observe necropsy for metastatic spread. 
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FILMS 

What is Cancer? Nursing Series. 16 mm. Color. 
Sound. Available through state divisions, American 
Cancer Society, or state health department library. 

Challenge: Science against Cancer. 16 mm. Sound. 
Available through state divisions, American Cancer 
Society. 
Cancer Dis- 
Cancer— 


Sections III and IV of this outline— 
covery and Diagnosis and Treatment of 
will appear in our June issue. 


Eyes That See Not 


HE LITTLE blind old lady with the placid 
T features and the fringe of curly gray 
hair has met a great many new nurses in the 
past few months. You see, we've merged our 
services—the Public Health Nursing Service 
of the San Mateo County Department of 
Public Health and Welfare and the Visiting 
Nursing Association of San Mateo County, 
Incorporated. The little blind old lady lives 
alone and over the years has learned to know 
all the visiting nurses who, when their turn 
came for weekends on duty, visited her to 
give her her daily hypodermic of insulin. 

But now the weekend on-duty lists have 
three times as many nurses on them. And the 


little blind old lady is learning to know the 


county nurses as well, as one by one they take 
their turns of weekends on duty. 

We don’t have much money for new equip- 
ment, so in our combined program each nurse 
uses the bag that her own organization made 
available to her. What if the county bags 
are a little smaller, we asked ourselves—what 
does it matter, except that we have to pack 
them a little more carefully in order to get 
everything in. 

Our little blind old lady surprised us last 
week, though, when she asked us this question. 
“Are you,” she wanted to know, “are you a 
little-bag-nurse or are you a big-bag-nurse?” 

Emily Stringtield 
Redwood City, California 
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Recommended Adjustments for Public 
Health Nursing Services in the 
National Security Program 


Two statements on nursing in the national security program 
appeared in the February 1951 issue of PusLic HEALTH NurRs- 
ING: “Mobilization of Nurses for National Security” and 
“Public Health Nursing in the National Security Program.” 
This is the third of the series. It has been prepared under the 
direction of a special NoPHN committee whose members 
include representatives of voluntary and governmental agen- 
cies in different paris of the United States, persons in vari- 
ous kinds of positions within those agencies, and both nurses 
and nonnurses. The statement is intended as a guide for 
public health nursing services in making necessary adjustments. 


THE TENSE and _ troubled 
times ahead, agencies that provide public 
health nursing services have the responsibility 
of reviewing their programs and procedures 
in the light of changing conditions. Much 
that has been considered desirable up to now 
may have to be put aside if there is stepped- 
up mobilization. Even if there is no fullscale 
war but only a long period of defensive pre- 
paredness, many adjustments will be neces- 
sary. 

The necessity for adjusting to change is 
not new to agencies providing nursing services. 
To some extent they have always had to be 
flexible in plans and program. In the near 
future, however, decisions may have to be 
made within a framework of conditions un- 
like any faced before. Questions and prob- 
lems may seem familiar, but, because of a new 
set of circumstances, some of the answers may 
have to be completely different. 

For example, if there is stepped-up mobili- 


zation, which services should have priority? 
Can any be discontinued? How can com- 
munities be sure that major overall needs, 
rather than only segments of needs, are taken 
care of first? What shortcuts can be effected 
in agency procedures? How can nonnurse 
personnel, paid and volunteer, help? What 
is more, how can that help be made as effec- 
tive as possible? If necessary, how should 
public health nurses be redistributed within a 
community, area, or possibly the whole na- 
tion? 


Priority of services 

If mobilization increases and the nurse sup- 
ply continues to be less than the demand, 
agencies will need to decide which services 
are most essential to the health of the com- 
munity and which can be cut to a minimum 
or discontinued. 

This decision for any one community will 
be influenced to some extent by local factors. 
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Some geographical areas, for instance, have a 
high incidence of certain diseases and other 
health problems. In some places midwives 
deliver many of the babies. But because these 
are peculiarly local problems, no further refer- 
ence will be made to them in this statement. 

There will always be cases when individual 
circumstances—especially social and emotion- 
al problems—must be taken into considera- 
tion. For exampie, an agency, as suggested 
here, may adopt a policy that public health 
nurses will not make home visits to normal 
maternity patients under the care of a private 
physician. But in spite of this general policy, 
the agency will undoubtedly give service to a 
normal maternity patient who is alone in a 
strange community and whose husband is in 
military service. She may need help more 
than does a patient with complications who 
is under good medical care and has an inter- 
ested family to care for her. 

In general, the recommendations concerning 
priorities for public health nursing services in 
this statement are based on five assumptions: 

1. As mobilization is stepped up, adequate 
rest, good nutrition, and mental hygiene will 
be of increasing importance to the well-being 
of the people. Therefore, public health nurses 
will pay increasing attention to these aspects 
in all their work with individuals and families. 

2. People who are able to be up and about 
will be urged to receive treatment in groups, 
as in clinics. 

3. Patients will receive as much treatment 
and instruction as possible while they are at 
a hospital or public health clinic. 

4. Public health nurses will not spend their 
time on activities that can be carried out by 
other persons. Some of these activities are: 
visiting homes to give clinic appointments or 
to urge patients to attend clinics, transporting 
patients, making a routine inspection of school 
children, doing audiometer and vision testing 
in schools, taking heights and weights. 

5. If this country is ever hit by enemy 
bombings, special emergency measures will, 
without question, have precedence over any of 
the services mentioned in this statement. Since 
civil defense authorities are planning and will 
direct civil emergency measures, these are not 
included in this statement of priorities. 
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Recognizing that some local factors must 
be taken into consideration and that excep- 
tions may have to be made according to in- 
dividual circumstances, the committee recom- 
mends that the following services be con- 
sidered essential and given priority, but not 
necessarily in this order: 


1. Service to persons with specific communicable 
diseases, including tuberculosis and infectious syphi- 
lis, in conformity with state laws and state and 
local sanitary codes. 


Priorities for public health nursing services 
in the control of communicable diseases would, 
of course, conform to the rules or regulations 
established by state laws and local ordinances. 
However, it is essential that these be revised 
if necessary so they will be in line with cur- 
rent knowledge.' Priorities should be based 
on the prevention and control of the communi- 
cable diseases for which public health nursing 
is most effective, such as diphtheria, infec- 
tious syphilis, smallpox, tuberculosis, typhoid, 
whooping cough. Public health nursing care 
of patients with poliomyelitis is also essential. 
Increased emphasis on known immunization 
measures is especially important in view of 
what might happen if this country were ever 
struck by enemy action. 

In general, all tuberculosis patients and 
families who may endanger their own and 
other people’s health need the services of the 
public health nurse. Patients’ needs will de- 
pend, in part, on the frequency of medical 
supervision and their ability to care for them- 
selves and to carry out measures to protect 
others. 

Each agency needs a policy or guide for 
selecting patients and families for supervision. 
The policy for tuberculosis patients should be 
based en the recommendations of the tubercu- 
tosis control division of the state or local 
health department. The guide should classify 
types of cases on a priority basis according 


! American Public Health Association. 
Communicable Diseases in Man. 7th ed. N. Y., 
Macmillan, 1950. Anderson, Gaylord, and Arn- 
stein, Margaret. Communicable Disease Control. 
2nd ed. N. Y., Macmillan, 1948 
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to their infectiousness. For example, patients 
who have active pulmonary tuberculosis with 
positive sputum within the past twelve months 
need more frequent and closer nursing super- 
vision than patients who have pulmonary tu- 
berculosis with negative sputum. In general, 
only those persons known to have been in- 
timately exposed to tuberculosis within the 
past two years and not under medical super- 
vision—especially infants, very young chil- 
dren, and young adults—should be given pub- 
lic health nursing services.” 


2. Care of newborn infants and maternity patients 
who have complicated conditions, or who are 
delivered at home, or discharged unusually early 
from the hospital. 


Maternity patients who have certain com- 
plications, such as toxemia, syphilis, cardiac 
disease, or who have had previous miscar- 
riages, will continue to need careful super- 
vision in their homes between visits to their 
physician or clinic. 

Priority should be given to home visits to 


newborn infants in the following categories: 


prematures, that is, babies with a birth weight 
of five and a half pounds or less; babies with 
severe birth injuries or congenital malforma- 
tions for which immediate measures could be 
instituted; babies delivered by midwives; im- 
mature infants and those with feeding prob- 
lems; babies born out of wedlock if there is 
a special problem involved; and those born 
of syphilitic mothers. 

Mothers delivered at home or discharged 
unusually early from the hospital who do not 
have a family to help them should be high 
on the priority list. Many mothers with first- 
born babies also need care. In a time of ex- 
treme shortage of nursepower, however, it 
may be necessary to suspend visits to them un- 


* Mikol, Edward X. A guide for the clinic and 
nursing supervision of tuberculosis cases and con- 
tacts. Unpublished. Dr. Mikol is general director 
of tuberculosis hospitals, Division of Tuberculosis 
Control, New York State Department of Health, 
Albany, N. Y. 

South, Jean. Tuberculosis Handbook for Public 
Health Nurses. National Tuberculosis Association, 
1950. Pages 41-44. 
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less they are in the categories mentioned 
above. 


3. Bedside nursing care to persons acutely sick in 
their homes, including those who are suffering an 
acute episode in longtime illness or who are receiv- 
ing a new treatment. 


The drain on hospitals will undoubtedly be- 
come as severe, or possibly even more severe, 
than during World War II. Hospitals may 
send patients home while they still need bed- 
side nursing care. If personnel shortages 
become critical, it may even be impos- 
sible for some acutely ill persons to be 
admitted to hospitals—especially in areas 
where a shortage of hospital beds al- 
ready exists. The demand for parttime 
bedside nursing care to people in their 
homes may accordingly increase to such 
a point that it will have to be rationed 
with more than usual concern for priorities. 

Such care to people in their homes will be 
of two types—that given by practical nurses 
under public health nurses’ supervision and 
that given directly by public health nurses, 
that is, the professional nurses employed by 
the public health agency. All agencies need 
policies that state in which types and stages 
of sickness direct public health nursing care 
should be given and in which practical nurs- 
ing care may safely be given. Medical ad- 
visory committees should review and approve 
these policies, keeping in mind the competing 
demands for public health nurses’ time. 


4. Assistance with mass education of civilians 
in home nursing technics and preventive measures 
that may help them to keep well and to take care 
of themselves if there is a national emergency. 


Helping families to heip themselves as much 
as possible in time of sickness has always been 
an integral part of public health nursing. In 
the future this will be of increasing impor- 
tance to minimize the drain on medical and 
nursing resources, to bolster civilian morale, 
to help keep those working in important de- 
fense plants on the job, and even to help save 
lives. 

To spread this type of service among a 
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maximum number of persons, group instruc- 
tion should be substituted whenever possible 
for work with individuals. It can be given 
in such services as maternity, child care, home 
nursing and care of the sick, and in such 
conditions diabetes and heart disease. 
Group education can also be directed to 
those responsible for the care of children in 
day care centers or foster homes, to industrial 
workers, to school staffs, and to parents of 
school children. 

It is recommended that public health nurs- 
ing services try to find new ways of providing 
group instruction and demonstration so they 
will reach more persons than could be as- 
sembled in office or school. Because television 
is a potentially powerful mass educational 
medium, public health nursing agencies in 
areas with video facilities might investigate 
its possibilities. These may be somewhat 
limited because of restrictions on subject mat- 
ter and because a skill usually cannot be 
acquired by observation alone. However, 
certain aspects of subjects might be “opened 
up” on television or radio, then followed up 
through group work. 

Inactive public health nurses who may be 
unable to work full time because of family 
responsibilities may, after orientation and 
under supervision, be able to teach groups as 
volunteers. It is important that their help be 
enlisted whenever possible. 

In all types of classes public health nurses 
should spend their time teaching oniy that 
which is within their sphere and competence, 
or which others could not teach so well. Very 
often public health nurses and other profes- 
sional workers might collaborate in teaching 
groups. 


as 


5. Orthopedic service to those persons who will 
benefit most, especially younger persons for whom 


rehabilitation and improvement are a good possi- 
bility. 


In deciding which patients should have or- 
thopedic service, priority should be given to 
those who can benefit most and for whose 
rehabilitation the family will assume its share 
of responsibility. Medical recommendations, 
ability of the patient and his family to carry 
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out treatment as demonstrated by the ortho- 
pedic nurse or physical therapist, accessibility 
of available qualified personnel, the patient’s 
diagnosis and prognosis—all are factors to be 
taken into consideration when determining the 
frequency and length of service to orthopedic 
patients. 

For example, all patients with complicated 
fractures, peripheral nerve injuries, or polio- 
myelitis should receive intensive treatment. 
Length of treatment for maximum recovery 
may vary from two to three months for a 
patient with a simple fracture to twelve to 
eighteen months for a poliomyelitis patient. 
Generally, the family should be able to assume 
responsibility under the supervision of a nurse 
and the physical therapist (or the physical 
therapist alone) for carrying on treatment of 
patients requiring a long rehabilitation pro- 
gram, such as the hemiplegic, the cerebral 
palsied, and the arthritic. 

Where physical therapists are employed, it 
is advisable for their services to be given in 
conjunction with that of public health nurses. 
Physical therapists should be considered as 
consultants to generalized public health nurses. 


6. Service in clinics. 


Since major emphasis in time of national 
emergency must, of necessity, be on mass 
technics and group service, public health nurs- 
ing in clinics will have high priority. How- 
ever, public health nurses’ time in clinics 
should be used to the best advantage and only 
for those activities that require public health 
nursing preparation, experience, and judg- 
ment. It is recommended that public health 
nurses in clinics have only the following re- 
sponsibilities: 


a. Managing clinic. 

b. Interviewing patients, including counseling and 
amplifying the 

c. Providing essential information about patients 
to the physician. 

d. Making plans 


physician’s recommendations. 


with 
patient for follow-up care. 
e. Acting as liaison with community agencies. 
f. Giving immunizations, and other 


the physician and the 


penicillin, 


treatments according to the physician’s orders for 
which the skills and knowledge of the professional 
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nurse are essential, if there is no other person 
qualified to do this. 


Large clinics should have laboratory techni- 
cians to do the technical work that does not 
require a public health nurse. All clinics 
should make sure that aides or clerks are 
present to perform nonprofessional functions. 
In so far as possible, volunteers should also 
be enlisted to help. 


7. Parttime nursing service to industries that 
are hazardous or essential to national security. 


In providing parttime service to industry, 
agencies are urged to establish priorities within 
this service in accordance with the ‘“State- 
ment on Principles with Regard to Essentiality 
of Industrial Nurses for Civilian and Military 
Defense Needs” prepared by the American 
Association of Industrial Nurses.*® This recom- 
mends that in the event of a national emer- 
gency industrial health service be limited to 
caring for acute illnesses and injuries, both 
occupational and nonoccupational, and that 
the service include a preventive program suf- 


‘ficient only to keep workers on the job at 


maximum productiveness. 


8. Service in schools for selected nursing activi- 
ties. 


As with parttime nursing in industrial 
plants, it is recommended that nursing service 
in schools be limited to caring for acute in- 
juries and illness, and include a preventive 
program sufficient only to keep staff and pu- 
pils at productive work. 

Some of the previous recommendations 
apply particularly to public health nurses as 
they work in schools. Especially pertinent 
are the recommendations concerning service 
to persons with specific communicable dis- 
eases and assistance with mass education of 
civilians in home nursing technics and pre- 
ventive measures. It will be necessary for 


* American Association of Industrial Nurses. 4A/N 
News Letter, March 1951. A limited number of 
copies is available from AAIN, 654 Madison Avenue, 
New York. Price, 15 cents each. 
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nurses working in schools to see that well 
children are protected from contact with those 
having any communicable disease; that school 
personnel, school children, and parents are 
given necessary group instruction in protec- 
tive health measures; and that those school 
children who will benefit most from follow-up 
care are given first preference. 

It is essential that nurses in schools carry 
out only those functions that are important 
and require public health nursing skills and 
judgment. These include: 


a. Interviewing parents, teachers, and pupils as 
required for health counseling. 

b. Reviewing the physician’s recommendations and 
making a plan with parent or pupil for follow-up 
of those recommendations. 

c. Assisting teachers so they will be ready to ob- 
serve the health of the children in their class- 
rooms and to see that plans for follow-up are carried 
out. 


Nurses working in schools are occasionally 
expected to perform duties that properly be- 
long to another worker—teacher, clerk, or 
attendance worker, All these duties should 
be allocated to the proper person. It is not 
necessary to have a person as fully prepared 
as a public health nurse to assist a physician 
during medical examinations. Therefore, 
this assistance should be given by a clerk or 
aide, paid or volunteer. 

The Nopyn School Nursing Section is giv- 
ing further study to the question of desirable 
nursing service to the school-age child. These 
recommendations will be published as soon as 
possible. 


9. Mental health service as an integral part of all 
public health nursing. 


Public health nurses can make an invaluable 
contribution to civilian morale. Because the 
problems of living under total mobilization 
may add greatly to the stress and strain of 
everyday life, some families will be in special 
need of finding a release for their tensions. 
A public health nurse can help provide for 
this release by recognizing the added emo- 
tional factors influencing families during this 
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period and by giving them an opportunity to 
discuss their problems. 

Such an opportunity offers support to fam- 
ilies. Discussing their problems and troubles 
with a professional person who is a neutral 
sympathetic listener and in whom they have 
confidence becomes a means of releasing some 
of their tensions. When a nurse is able to 
give strength to families in this way, she is 
offering a tangible and valuable service. 

Mental health, like nutrition, is not a sep- 
arate service, but should be an integral part 
of all services a public health nurse offers. 


Services that can be eliminated 

Not only should priorities be established 
for the most essential services but any that 
are nonproductive or nonessential should be 
cut to a minimum or eliminated. In some in- 
stances, weighing the relative needs of cer- 
tain types of patients is understandably diffi- 
cult. 

The task of limiting service can be made 
easier if agencies will enlist the natural desire 
of most people to be of help during a crisis. 
If the necessity of limiting services is skill- 
fully explained, people generally will under- 
stand and cooperate. Simple leaflets, radio 
programs, newspaper articles can all help fur- 
ther the interpretation. 

It is recommended that the following ser- 
vices be cut to a minimum or discontinued: 


1. Appointment service for home visits. 


Many agencies no longer sponsor an ap- 
pointment service for home visits; nor do 
they keep a nurse on call for evening visits. 
They have found these services costly, ad- 
ministratively unwieldy, and wasteful of pro- 


fessional nursing time. It is advisable for the 
few agencies which still provide these services 
to discontinue them. All agencies, however, 
will find it necessary or desirable to make 
visits at a specific time of day to some types 
of patients, such as those who receive certain 
hypodermic injections and medications. 


2. Service to patients requiring simple or cus- 
todial nursing care when there is a member of the 
family to give it. 
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It has long been the custom for most agen- 
cies to teach a member of the family to as- 
sume responsibility for giving simple or cus- 
todial care. If any agencies still send nurses 
to give this care, even though somebody else 
is available and able to give it, they are 
strongly urged not to do so any longer. How- 
ever, families should be encouraged to call the 
agency providing public health nursing if 
from time to time treatments are needed that 
only the public health nurse can give. If 
there are no relatives or other persons to give 
necessary care, it may be necessary to con- 
tinue service although it may be possible to 
reduce the number of visits. 


3. Home visits to normal maternity patients who 
are attending mothers’ classes and who are under 
private or clinic medical care. 


Rather than have public health nurses rou- 
tinely visit the homes of normal maternity 
patients, communities are urged to develop 
a plan for giving these patients more group 
instruction. In some places, it may be prefer- 
able for a hospital to provide this instruction; 
in others, it may be better for the public 
health nursing agency to give it. 


4. Home visits to certain types of patients receiv- 
ing adequate treatment for syphilis. 


It is recommended that, in general, agencies 
discontinue home visits to patients receiving 
adequate treatment for syphilis. Instead of 
making home visits to encourage patients to 
secure or continue treatment, agencies might 
telephone or send letters or telegrams urging 
them to call at the office, school, or clinic. 
If it is desirable to send special letters to se- 
lected patients, these should be dictated by a 
public health nurse. Form letters can be sent 
by nonnurse personnel. These recommenda- 
tions are made not only because nurses’ time 
will be saved but also because experience 
shows that, with most patients, telephone calls 
and letters are often more effective than home 
visits. 

If persons with syphilis are not under treat- 
ment, or if they do not respond to the methods 
referred to above, or if contacts do not present 
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themselves for adequate diagnostic examina- 
tions, then all possible means (including home 
visits, if necessary) should be used to get 
them under treatment. Priorities for such 
home visiting are: (1) pregnant women with 
syphilis (2) infants and children with con- 
genital syphilis (3) adolescents with syphilis 
and (4) other patients with primary or secon- 
dary syphilis. 


5. Visits to orthopedic patients to whom service 
has been given for a reasonable length of time 
and who have reached a plateau in progress, or for 
whose rehabilitation the family does not assume 
its share of responsibility. 


Some agencies may find special difficulty 
in deciding to ration service to the orthopedic 
patient. Adoption of a definite policy will 
help, provided it takes into account each pa- 
tient’s individual requirements and makes sure 
that treatments are reduced or omitted for 
those patients who will suffer least. 


Redistribution of public health nurses 

The Joint Committee on Nursing in Na- 
tional Security of the six national nursing or- 
ganizations has recommended that, if there is 
total mobilization, nurses be redistributed 
within the fields of nursing and within com- 
munity agencies so that the most essential 
civilian needs will be taken care of first.* 
When applying this recommendation to public 
health nursing, it is important that any re- 
distribution of public health nurses be carried 
out first within a community (county or city) 
next within a state, and then within a group 
of neighboring states or a region. 


Redistribution within a community 

The soundest approach to the problem of re- 
distribution of public health nurses is on a 
community rather than an agency basis. That 
is, communities should look at their health 
problems as a whole, deciding which services 
are most essential and should receive priority, 
regardless of the agency providing them. This 


4 Joint Committee on Nursing in National Security. 
Mobilization of nurses for national security. Pusiic 
HeattH Nursinc, February 1951, v. 43, p. 65-68. 
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decision should automatically indicate whether 
the number of public health nurses providing 
services that must be considered least essen- 
tial is out of balance with the number of those 
providing services to which priority should be 
given. 

Because there are so many different pat- 
terns for public health nursing in the various 
communities of the United States, it would 
not be sound to recommend any one type of 
organization for all communities even during 
full mobilization. The following recommenda- 
tions are made in the hope that they will help 
communities plan as effectively as possible so 
that most essential needs will be given top 
priority and public health nursing time 
stretched as far as possible to cover basic 
services: 


1. That health departments, visiting nurse asso- 
ciations, and school nursing service administrators 
plan together to make sure that the entire com- 


‘munity is provided with essential service. 


Wherever possible, administrators should 
try to assign “for the duration” one public 
health nurse to each area of the community 
to give a generalized service. Small agencies 
may be able to do this throughout the com- 
munity. In large cities, such a plan may be 
possible in some sections if not in all. 


2. That in a rural area there be only one public 
health nursing service. 


The many advantages of including rural 
school nursing in a generalized public health 
nursing service are generally recognized. 


3. That the boards of directors of agencies de- 
voted to the care and eradication of specific diseases 
(such as tuberculosis, cancer, infantile paralysis, 
heart disease) assign any public health nurses they 
now employ to generalized public health nursing 
agencies and pay their salaries. 


In this way all public health nurses in the 
community will be available to give all the 
necessary services, including those to patients 
with the specific diseases in which the special 
health agencies are interested. 
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4. That, when feasible, nurses employed by 
boards of education help give essential public 


health nursing service in the community. 


If a careful analysis of the present activi- 
ties of nurses employed by boards of educa- 
tion shows that they are carrying out non- 
nursing functions in the schools, these func- 
tions should be assigned to other personnel. 
(See page 263.) Then it will be possible for 
those nurses to help give essential public 
health nursing service in the community to 
persons of any age. 


5. It is especially important as pressures on 
public health nursing services increase that trans- 
portation by automobile be provided in all areas 
where adequate public facilities are not available 
and where distances between visits are great and 
walking is wasteful of nurses’ time. 


Nurses may prefer, especially in rural areas, 
to have assistance in buying and maintaining 
their own cars and to receive adequate reim- 
bursement for milage on duty rather than 
have agency-owned cars provided. 


Redistribution within a state or area 


At present the nation has approximately 
one public health nurse for every 6,000 per- 
sons. However, this ratio does not hold con- 
stant for all communities. Some have one 
public health nurse for fewer persons; many 
have only one for as many as 20,000 or more 
persons, Defense and military areas and 
other rapidly expanding communities with 
mounting health problems, are likely to have 
very unfavorable ratios. 

During mobilization it is more vital than 
ever that there be equitable distribution of 
public health nurses according not only to 
population but also to number and kinds of 
health problems. Stable communities having 
reasonably adequate facilities should be asked 
to release some public health nurses to the ex- 
panding areas that do not have any public 
health nursing service or at least any compar- 
able to that in the more stable areas. Those 
public health nurses who have been released 
should be reassigned to other communities, 
preferably on a voluntary basis, but if that 
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does not work, then on a mandatory basis. 
If it is to be mandatory, then a state, regional, 
or federal agency may have to be designated 
to take charge of the redistribution. 

It should be recognized, however, that re- 
locating public health nurses may impose a 
hardship upon them and their families. Pro- 
vision should be made for housing a public 
health nurse’s dependents, if any, in the new 
community; or some financial allowance 
should be made if it is necessary for them to 
remain in the community where the public 
health nurse previously worked. 


Administrative adjustments and new 
emphases 

Giving priority to the most essential ser- 
vices and eliminating any that are nonessential 
will call for many modifications in agency ad- 
ministration.” Intake policies for even the 
essential services will need careful and _fre- 
quent review. Wider spacing of visits may 
be necessary. Every conceivable means of 
cutting down any nonproductive visits and 
nurses’ travel time should be used. 

Some other means of extending service as 
far as possible and meeting priorities in the 
community are: 


1. Planning with hospitals. 


It will be more important than ever for 
hospitals and public health nursing services 
to plan and work closely together. It is an 
economy for as much instruction as possible 
to be given to patients while they are in the 
hospital. The content of teaching in both 
home and hospital should be the same. Pa- 
tients leaving the hospital who need care at 
home should be referred to the agency pro- 
viding public health nursing service. 


2. Making the most advantageous use of com- 
munity facilities. 


Communities will, of course, want to make 
the most advantageous use of all available 


®* Vaughan, Margaret S. Priorities for public health 
nursing visits. HeartH Nursinc, January 


1951, v. 43, p. 17-20. 
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facilities to further their health programs. 
Because schools are already established and 
usually have space, equipment, and person- 
nel available, they can be used in an emer- 
gency for such measures as immunizations if 
regular community facilities are overtaxed. 


3. Employing practical nurses. 


Public health agencies providing bedside 
nursing care to the sick should employ prac- 
tical nurses who are licensed to practice if 
licensure is provided in the state. These should 
preferably be graduates of approved schools 
of practical nursing. If no licensure is pro- 
vided in a state, it is recommended that agen- 
cies employ those practical nurses whose edu- 
cational background and experience meet the 
standards of the association sponsoring the 
registry that serves practical nurses, and whose 
references are acceptable to the registry com- 
mittee.° The criteria for the assignment of 
practical nurses for service in a home should 
be the condition of the patient and the par- 
ticular situation in the home. In general, it 
is recommended that practical nurses be em- 
ployed to give the following services, under 
the supervision of a public health nurse, pro- 
vided no member of the family is available or 
able to give them: 


a. Simple nursing care to a person if he and his 
family do not require much instruction, 

b. Simple treatments. 

c. Hypodermic injections of well known drugs 
that require no fractional dosage. 


In addition, some agencies assign the fol- 
lowing duties to practical nurses when a mem- 
ber of the patient’s family is unable to give 
care: simple dressings, assistance to the pa- 
tient in practicing crutch walking, high colonic 
or colostomy irrigations. In some agencies a 
practical nurse gives the following medications 
either subcutaneously or intramuscularly, pro- 
vided a public health nurse plans with her 
for each specific situation: vitamins, crude 
and refined liver, insulin, penicillin, mercurials 


® American Nurses’ Association. American Nurses’ 
Association registry manual. 1948. Pages 14-15. 
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including thiomerin, and hormone products. 

Certain principles in the administration of 
practical nurses’ services are important.’ First, 
practical nurses should be considered an inte- 
gral part of the nursing staff although their 
responsibilities are not the same as those of 
public health nurses. Next, it should be em- 
phasized that they do not “take over” a pa- 
tient’s care but share aspects of that care 
with a public health nurse who is responsible 
for the patient’s welfare and progress from 
the public health nursing point of view. 

Even as practical nurses need some orienta- 
tion to their work in a public health nursing 
service, so do staff nurses need some help 
in understanding the role of practical nurses 
in each agency where they are employed. 

It is impossible at this time to recommend 
any definite ratio of practical nurses to public 
health nurses. In some agencies it may be 
desirable to have one qualified practical nurse 
to ten professional nurses. In other agencies, 
depending on local circumstances, one quali- 
fied practical nurse to five or six professional 
nurses may be a preferable ratio. 


4. Employing auxiliary workers, paid or volun- 
teer. 


Aides and clerks should be employed in 
clinics to perform all tasks that do not require 
nursing skills. Clerks should do as much as 
possible of the record and clerical work. 

Every effort should be made to enlist the 
help of volunteers, and, what is more im- 
portant, to help make the services of volun- 
teers as effective as possible. It is advisable 
for volunteers to be directly responsible to a 
member of the paid staff for the performance 
of their tasks, but to work under the leader- 
ship of another volunteer, usually the chair- 
man of a committee on volunteers. A member 
of the professional staff should act as con- 
sultant to the volunteer leader. It is also es- 
sential that careful attention be paid to the 
other important principles of a successful vol- 
unteer program so that the help of volunteers 


Phillips, Elisabeth C. Practical nurses—of 
course we employ them! HeattH Nursineo, 
December 1950, v. 42, p. 663-667. 
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‘ 
may be of maximum productivity.® 


5. Employing parttime workers, professional and 
others. 


Many capable and well prepared women 
cannot work full time because of extensive 
family responsibilities. Yet they have a valu- 
able contribution to make on a parttime basis. 
Their services should be secured whenever 
possible. 

There are a number of responsibilities that 
can be handled satisfactorily, after adequate 
orientation, by qualified public health nurses 
who can work only part time, such as giving 
service in some schools and giving instruc- 
tion and demonstrations at fathers’ and 
mothers’ classes. Arrangements can often be 
made for two parttime public health nurses to 
share one district. Sometimes clerical assis- 
tance can be given by a clerk who works two 
or three days a week or only weekday morn- 
ings or afternoons. 


6. Simplifying records and reports. 


Every agency should review its procedures 
in regard to records, eliminate nonessential 
items, simplify the reporting and recording 
system, and avoid duplication of information. 

The usefulness of records is often reduced 
after a certain period of time, but considerable 
work may be involved in keeping and storing 
them. It is therefore recommended that agen- 
cies adopt practical policies for the destruc- 
tion of records that have not been used for 
two or three years, provided the law does not 
require that they be kept longer. During 
a critical period an agency might also omit 
some detailed statistical tabulations that may 
normally have been considered desirable. 


7. Assisting staff 


services. 


nurses to 


streamline their 


The successful streamlining of public health 
nursing for minimum essential service will 
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depend in very large measure upon staff 
nurses. They should be given the opportunity 
to plan together in changing the nature and 
scope of their services. They should also 
take part in planning for any new policies 
that will be adopted. 

It will be especially important for staff 
nurses to understand why they are needed in 
civilian agencies,” how to assume added duties 
if there is a real crisis, how to streamline their 
services and yet intensify their training of 
families so they can help themselves as much 
as possible, and how to work effectively with 
practical nurses and nonnurse helpers, includ- 
ing volunteers. 


8. Adapting personnel policies to new conditions 
if there is further mobilization. 


If the situation becomes such as to make a 
longer work week necessary (but not more 
serious than is forseeable at present) the num- 
ber of working hours in a week should be in- 
creased to no more than forty-four. It is 
not recommended that public health nurses 
work forty-eight hours unless there is an ex- 
treme emergency. Experience has shown that 
if people work longer hours, they do not 
necessarily accomplish more. Very often there 
are diminishing returns in productivity if more 
than forty-four hours a week are required for 
any length of time." 

Then, too, many public health nurses have 
families for whom they have housekeeping 
and shopping responsibilities. A forty-eight 
hour week would work a hardship upon them 
and would not be in the best interests of 
health. 


® National Organization for Public Health Nursing. 
Public health nursing in the national security pro- 


gram. Pusriic HEALTH 


v. 43, p. 69-72. 


NursinG, February 1951, 


19State of New York Department of Labor, Di- 
vision of Industrial Relations. Health and efficiency 
of workers as affected by long hours and _ night 
work: experience of World War IT. August 1946. 


Kossoris, M. D. Studies of the effects of long work- 
ing hours. Parts 1 and 2. Bulletin Nos. 791 and 
791A. U. S. Department of Labor, Bureau of 
Labor Statistics, 1944. 
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If public health nurses are required to in- 
crease their present work week to forty-four 
hours, they should be paid for the extra hours 
beyond the number now required. 

If, in a general redistribution, public health 
nurses are asked to go to a different com- 
munity, they should be paid a salary that will 
compensate them for the change, for the ex- 
tra expense involved in moving, and for a 
higher cost of living, if it exists in the area 
to which they are transferred. They should 
also be helped to find living quarters in the 
new community not only for themselves but 
for any dependents. 


9. Establishing priorities for 
instruction. 


supervised field 


The Nopun Education Committee is cur- 
rently recommending that “public health 
nursing services should make their facilities 
for field instruction available first to those 
groups who, because of such instruction, will 
at once increase the number of qualified nurses 
in public health nursing services.”1! The 
groups that should receive priority are: (1) 
students enrolled in basic collegiate and grad- 
uate nurse educational programs approved for 
public health nursing by the National Nursing 
Accrediting Service (2) students enrolled in 
collegiate programs in nursing not yet ap- 
proved by the National Nursing Accrediting 
Service but which have as one of their stated 
objectives the preparation of nurses for be- 
ginning public health nurse positions under 
supervision (3) nursing faculty teaching in 
collegiate schools of nursing that prepare 
nurses for the positions mentioned above (4) 
graduate nurse students in universities who 
are preparing themselves for faculty positions 
in collegiate programs. 

It is recommended that agencies providing 
field instruction give priority to the groups 
just mentioned. A satisfactory method for 
ensuring automobile transportation for stu- 
dents in areas where public transportation is 


1! National Organization for Public Health Nurs 
ing. Priorities in public health nursing education. 
Pustic HeartH Nursinc, January 1951, v. 43, p. 34- 
40. 
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not readily available is much needed. An 
NopPHN committee is working on this problem 
and will publish its recommendations as soon 
as possible. 


10. Providing for supervision. 


Of extreme importance during normal times, 
good supervision of both experienced and 
inexperienced nurses will be even more 
important if mobilization increases. Many 
staff nurses will be drawn from the in- 
active group or from those without any 
public health nursing preparation or ex- 
perience. The better prepared and more 
experienced staff nurses will have more 
responsibility for the supervision of the 
less experienced nurses and auxiliary workers. 
Some nurses who may be transferred from 
“specialized” to “generalized’”’ agencies will 
need intensive supervision, at least until they 
become adjusted to the different kind of work. 

Accordingly, it is important that agencies 
provide for continuous supervision of all the 
staff. Generally, one supervisor is needed for 
every ten staff nurses. However, there are 
variations to this ratio, depending on whether 
or not a program is generalized, staff nurses 
are well qualified and well adjusted, and an 
agency provides field instruction to students. 
If an agency has a completely generalized 
program or if it regularly accepts students 
for instruction, one supervisor may be re- 
quired for eight or nine staff nurses. If an 
agency provides mainly a bedside nursing 
service, one supervisor to ten staff nurses may 
be adequate. 


11. Providing for staff development while on the 
job. 


In addition to supervision, it will be im- 
portant for public health nursing services to 
continue staff development programs, includ- 
ing emphasis on the mental health aspects of 
all public health nursing. 

Through an inservice educational program 
new nurses without public health nursing 
preparation or experience will be helped to 
understand public health nursing, and all 
nurses will keep posted on new developments 
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in nursing and medicai procedures which may 
occur even more rapidly than in the past. 


Recruiting students and inactive nurses 

Even if the present situation stops short of 
fullscale hostilities, the nurse supply should 
be increased to make up the current deficits 
in essential services and to keep up with the 
needs of a growing population. If total war 
should develop, the nurse supply should be 
further increased to provide for additional 
military nursing needs. The problem of re- 
cruiting more students and encouraging in- 
active nurses to return to practice is therefore 
urgent.!* 

To safeguard essential service, agencies 
should lend all possible assistance to any com- 
munity plan for recruiting students and en- 
couraging inactive nurses to return to practice. 
Agencies should also encourage the prepara- 
tion of personnel for essential supervisory and 
administrative posts and for the special fields, 
including public health nursing, requiring 
preparation beyond that given in the basic 
school of nursing. 

Nurses who have public health preparation 
and experience will be especially needed in 
public health nursing services. Therefore, 
inactive public health nurses should be urged 
to return to the public health field, full time 
or part time, rather than in hospitals or other 
agencies where their special preparation and 
experience might not be put to the most ad- 
vantageous use. 


Summary 
Because of the increasing demand for nurses 
and the urgent need to reach a maximum 
number of persons if there is full mobilization, 
it is recommended that communities establish 
priorities for the most essential public health 


nursing services and cut to a minimum or dfs- 
continue those that are least essential. 

It will be of the utmost importance for 
public health nursing services to review their 
programs and procedures; to make necessary 
adjustments so that the most essential services 
will be provided to the persons who most need 
them, and nurses’ time put to the most ad- 
vantageous use for the greatest good of the 
community. Some of the adjustments may 
be temporary; others may inevitably become 
permanent. All agencies should accordingly 
make careful plans, with both the emergency 
and the long term future in mind, so that all 
adjustments will result in only minimum dam- 
age and possibly in some permanent gains. 

To reach as many persons as possible, 
agencies may find it necessary to shift empha- 
sis from the individual family to the group, 
that is, from individual to mass_ technics. 
Although expedient and necessary under emer- 
gency conditions, this shifting emphasis should 
not be considered permanently desirable. 
Family health teaching is still the basis of 
good public health nursing and should be the 
basis of all public health nursing programs 
when agencies are not under the necessity of 
taking emergency shortcuts to provide essen- 
tial service with minimum personnel. 

Nobody knows how long the “emergency” 
now facing the nation will last, nor how many 
adjustments will ultimately be called for. It 
is certain, however, that agencies will do 
everything possible to provide those services 
that are fundamental to good health and 
civilian morale. 


12 Joint Committee on Nursing in National Se- 
curity. Mobilization of nurses for national security. 
Pustic HeattH NursinG, Febuary 1951, v. 43, 
p. 65-68. 


‘The preparation of this statement is made possible through 
an appropriation to Norun from the United Community 
Defense Services of the United Defense Fund. 
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Public Health Nursing Test 


The APHA 


Merit System 


Service offers a New Test 


OF ics IN THE SPRING of 1950 the 
Merit System Service of the American Public 
Health Association prepared a new student 
test intended for a new purpose: to assist in 
measuring the students’ knowledge of public 
health nursing principles upon completion of 
program in collegiate schools of nursing. Dur- 
ing the spring and summer the test was pre- 
tested on some 500 students enrolled in both 
approved graduate nurse programs in public 
health nursing and in collegiate basic schools. 
This is a report of the experience with the test 
to date and conclusions as to its usefulness. 

The test consists of 180 objective-type 
questions in the following subject matter 
areas: 


Public health nursing 

Maternity and infancy 

Child health 

Noncommunicable diseases 

Communicable diseases 

Venereal disease 

Tuberculosis 

First aid 

Nutrition 

Mental health 

Health education 

Background-trends and developments in public 
health 


Questions range from straight “recall” 
type (for example: who wrote Public Health 


Miss Deming is public health nursing consultant, 
Merit System Service, American Public Health Asso- 
ciation, 
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Nursing Practice?) to “judgment” questions 
(for example: Which of the following steps 
should a public health nurse take first in the 
event of an outbreak of food poisoning fol- 
lowing a church supper?). All questions offer 
five choices from which the examinee chooses 
the one best, most correct answer. The ques- 
tions take approximately three hours to an- 
swer. All testing materials, scoring service, 
and interpretation of scores are supplied by 
the Merit System Service. During the pre- 
testing period the test was offered without 
charge. (However, schools could obtain in- 
dividual “profiles” for each student at a 
charge of $1 each.) 

Of the 442 completed answer sheets which 
were suitable for analysis by the statistical 
department of the Merit System Service, 101 
were from students in coliegiate basic schools 
which are preparing nurses for entering public 
health nurse positions, the remainder—341— 
were from public health nursing students in 
the graduate nurse program of study. The 
average raw score for both groups combined 
(that is, the average number of items an- 
swered correctly out of 180) was 121.31. The 
average basic collegiate school student’s raw 
score was 119.21; the average graduate nurse 
student’s, 121.90. The range of raw scores 
for the basic collegiate group was 86-151; for 
the graduate nurse group, 76-155. The dif- 
ference in total scores is not significant. 

Further examination of the student scores 
in the various subject matter areas revealed 
some interesting facts. The collegiate basic 
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school students showed a significant weakness 
in their knowledge of the public health aspects 
of the following subjects: communicable dis- 
eases, venereal disease, health education, and 
background knowledge, that is, trends, devel- 
opments, and resources. This group, how- 
ever, scored significantly higher than the grad- 
uate nurse program students on the noncom- 


Total Score 

Public Health Nursing 
Maternity and Infancy 
Child Health 
Noncermuniceble Disease 
Communicable Disease 
Verereal Disease 
Tuberculosis 

First Aid 

Nutrition 

Mental Health 

Health Education 
Backgrounc 
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municable disease section. ‘There were no sig- 
nificant differences in scores in the other sub- 
jects. The accompanying “profiles” of per- 
formance of both groups show these results 
graphically. The dotted line represents the 
basic collegiate group scores, the solid line 
represents the scores of the graduate nurse 
students. 


(iraduate nurse 


Collegiate basic 


ip GENERAL, it may be said that the stu- 
dents’ reaction to the test and test exper- 
ience was favorable. The content, phraseol- 
ogy, and approach in a few items were 
questioned. Some of the students said the 
test was too long, one group felt it was too dif- 
ficult. Actually the test has not proved to be 
too difficult for either group according to 
modern testing standards. All concrete criti- 
cisms were welcomed. 

The evaluation program of the Merit Sys- 
tem Service will include a validation of this 
test against college grades or faculty ranking 
of the students taking the tests. The test will 
be reviewed and revised in the light of exper- 
ience with the statistical analysis of the re- 
sults and the comments from both the students 
and the faculty. It is anticipated that the test 
will be studied and appraised by a consultant 
group within a year or two. 

The Public Health Nursing Test is now 
ready for general use. It is especially recom- 
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mended to collegiate basic schools of nursing 
which would like to have a measure of the 
knowledge of public health nursing principles 
possessed by their students upon completion 
of the whole collegiate program. The test 
may be ordered from the Merit System Ser- 
vice. The cost is $2 a student. This includes 
all scoring service, an interpretation of scores, 
and an individual profile for each student 
showing her performance in each subject mat- 
ter area as compared to the average per- 
formance. Complete instructions accompany 
the tests and the scores are reported within a 
few days of receiving the answer sheets. The 
purchaser pays return mailing costs. The 
test material is released under strict security 
regulations in order to preserve the confiden- 
tial nature of the questions and the identity 
of the students and the schools. 


For information about this test please write to the 
Merit System Service, 1790 Broadway, New York 19. 
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SUMMER OFFERINGS FOR PUBLIC HEALTH NURSES 


Summer Offerings in Universities and Colleges Having Educational 
Programs Approved for Public Health Nursing by the 
National Nursing Accrediting Service 


California 
Berkeley. University of California. June 18-July 28. The Field of Public Health Nursing (open only 
to graduate nurses with junior standing, eligible for admission to the School of Nursing, Berkeley). 
June 18-July 6. Institute on Counseling in Nursing. 
For further information write to Department of Nursing, 3574 Life Sciences Building, Berkeley 4 


Los Angeles. University of California. June 18-August 11. Social Work Methods and Nursing; Survey 
of Nursing; Maternal and Child Health; Changing Perspectives in the Nursing Profession; Field Ex- 
perience in Public Health Nursing (enrollment restricted to upper division students who have been in 
residence at UCLA in the spring 1951 semester). July 23-August 10. Interpersonal Relationships in 
Nursing. 

For further information write to School of Nursing, 405 Hilgard Avenue, Los Angeles 24. 

July 9-July 20. Maternity Nursing. 
For further information write to Myrtle Findley, University Extension, 10851 Le Conte, Los Angeles 24. 


Illinois 

Chicago. Loyola University. Intersession, June 18-20. Institute on Aging—a New Focus. June 20- 
22. Institute on Mental Health—Effective Relationships. Summer Session, June 25-August 3. Princi- 
ples and Organization of Public Health Nursing I; Principles and Organization of Public Health 
Nursing II; Principles and Organization of Public Health Nursing III; Principles of Supervision in 
Nursing; Field Work in Public Health Nursing. 

For further information write to Essie Anglum, Chairman, Department of Public Health Nursing, 820 
N. Michigan Avenue, Chicago 11. 


Missouri 

St. Louis. St. Louis University. Intersession, June 4-June 15. Workshop in Guidance; Institute on 
Posture in Health and Disease. Summer Session, June 18-July 27. Mental Hygiene; Methods of 
Teaching in Nursing; Clinical Instruction in Nursing; Human Physiology; Principles and Practices of 
Supervision. June 18-June 29. Institute on Tuberculosis Nursing. July 2-July 13. Institute for 
Nurses on Cardiovascular Disease. July 16-27. Institute on Nutrition for Nurses and Allied Health 
Workers. 

For further information write to Lucille B. Becker, School of Nursing, 1402 South Grand Boulevard. 
St. Louis 4. 


New Jersey 
Newark. Seton Hall University. July 2-August 10. Principles of Public Health Nursing; School Nurs- 
ing; Introduction to Social Case Work; Introduction to Supervision in Public Health Nursing; Nutri- 
tion and Health; Child Growth and Development; Educational Psychology; Mental Hygiene; Princi- 
ples and Techniques of Teaching. Courses in English, social studies, and philosophy will also be given. 
For further information write to the Dean, School of Nursing, 40 Clinton Street, Newark 2. 


New York 
Brooklyn. St. John’s University. Intersession, June 4-28. Methods of Teaching Home Nursing and Child 
Care in Secondary Schools. 
For further information write to the Dean, School of Nursing Education, 303 Washington Street, Brook- 
lyn 1. 


New York. Columbia University, Teachers College. July 2-August 10. Foundations of Nursing Edu 
cation; Foundations of Nursing Education: Advanced; Physiology and Functional Anatomy; Intro- 
} duction to Microbiology. : 
July 2-20. Studies in Nursing Service and Nursing Education (also offered July 23-August 10). 
| Mental Hygiene in Nursing. 
\ July 2-13. Work Conference for Nurses on Planning a Health Program for the School Age Child; 
Work Conference for Nurses on Maternal and Child Health. 
| For further information new students write to Office of Admissions, former students to Division of Nurs- 
ing Education, both at 525 West 120 Street, New York 27. 
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New York. New York University. June 4-15. Quantitive Evaluation of Health Records. July 2- 
August 10. Fundamentals of Teaching in Nursing. August 13-24. The Teaching Activities of the 
Public Health Nurse. August 27-September 7. Introduction to Supervision in Public Health Nurs- 
ing 

For further information write to Blanche L. George, Director of Public Health Nursing, 49 South Build 
ing, Washington Square, New York 3. 


Oregon 
Portland. University of Oregon Medical Schvol. June 10-June 29. Public Health Nursing Supervision. 
For further information write to Director, Department of Nursing, Portland 1. 


Pennsylvania 
Philadelphia. University of Pennsylvania. June 25-July 13. Special Phases of Public Health Nursing: 
Services Relating to Maternity, Infancy, and the Preschool Child. July 16-August 3. Special Phases 
of Public Health Nursing: School Nursing. 
For further information write to Theresa I. Lynch, Dean, School of Nursing, 3629 Locust Street, 
Philadelphia 4. 


Pittsburgh. Duquesne University. July 2-August 10. Principles of Public Health Nursing; Public Health 
Nursing Services I (Maternal and Child Health); Teaching in Public Health Nursing. 

For further information write to Grace Frauens, Director, Public Health Nursing Program, 801 Bluff 
Street, Pittsburgh 19. 


Pittsburgh. University of Pittsburgh. June 18-29. Special Health Problems of the School Child. 
July 2-August 24. Nutrition of the School Child. 

For further information write to Professor Dorothy Rood, Chairman, Department of Public Health 
Nursing, Pittsburgh 13. 


Virginia 
Richmond. Medical College of Virginia. May 28-June 8. Supervision in Public Health Nursing. 
For further information write to C. Viola Hahn, Director, Public Health Nursing Program of Study, 
Richmond 19, 


Washington 
Seattle. University of Washington. June 18-July 18. Principles in Public Health Nursing; Com- 
municable Disease Control; Methods of Interviewing (for advanced students). July 19-August 17. 
Public Health Organization; Family Budgeting. June 18-August 17. Special Fields in Public Health 
Nursing; School Health Programs, Public Health Nursing Aspects of Adult Hygiene. 
For further information write to Mrs. Lillian B. Patterson, Dean, School of Nursing, Seattle 5. 


Wisconsin 

Madison. University of Wisconsin. June 25-August 17. Principles in Public Health Nursing; Special 
Services in Public Health Nursing; Maternal and Child Health. 

For further information write to Martha R. Jenny, Associate Professor of Public Health Nursing. 
School of Nursing, 1402 University Avenue, Madison 6. 

Milwaukee. Marquette University. June 22-August 3. Principles of Public Health Nursing; Special 
Fields in Public Health Nursing; Maternal and Child Health; Applied Microbiology; Principles and 
Methods of Teaching; Integration of Social and Health Aspects. Academic subjects required for 
B.S. in Public Health Nursing. July 9-10. Institute on Public Health. 

For further information write to Anna Hassels, Director, Program of Study in Public Health Nursing, 
3058 North 51 Street, Milwaukee 10. 


“Hearing Is Priceless—Protect It!” is the theme for National Hearing Week 

May 6-12. Sponsored by the American Hearing Society and its 115 local chapters, 

the week is designed to focus attention on the extent of our hearing problem. An 

estimated 15,000,000 people, including some 3,000,000 children, have some hearing 
impairment. 
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The Twe Organizations in the 
New Structure 


This is the second in the series of articles reporting prog- 
ress in completing the design for the new national nursing 
structure. Members of the national nursing organizations 
participating in the plan for reorganization are urged to 
save these articles which are intended to take the place 
of the 1949 Handbook on the Structure of Organized Nurs- 
ing. The series will present a complete description of 
the plan for the new structure and should be used for ref- 
erence when members or delegates vote on the final plan. 


se DESIGN FOR the new structure is 
rapidly taking shape. The Joint Coordinat- 
ing Committee on Structure of the partici- 


, pating national nursing organizations, with 


the help of each organization’s committee on 
structure, has developed a statement of the 
purpose and functions of the two organiza- 
tions in the proposed new structure. If ap- 
proved by the boards of directors this will 
form the basis for the constitutions of the 
organizations in the new structural plan, which 
will be presented to the members or delegates 
of the participating organizations for their 
vote during the spring of 1952. 

Here is the statement, together with a dia- 
gram of the proposed new structural plan. 

In 1950 the members of six national nursing 
organizations* voted to realign into two na- 


* American Association of Industrial Nurses, Ameri- 
can Nurses’ Association, Association of Collegiate 
Schools of Nursing, National Association of Colored 
Graduate Nurses, National League of Nursing Edu- 
cation, National Organization for Public Health 
Nursing. 


tional nursing organizations—one an all-pro- 
fessional organization composed exclusively 
of nurses, the other an organization whose 
membership may include nonnurses, nursing 
service agencies, and schools, as well as nurses. 
It is proposed that these organizations be 
the American Nurses’ Association and the 
Nursing League of America. 

Both organizations will have a common 
overall purpose—to further the development 
of the best possible nursing service for the 
people of the United States of America. In 
addition, each organization will have its own 
distinct purpose and functions in line with 
the needs and interests of its members. 

In general, the American Nurses’ Associa- 
tion will be concerned mainly with nurse prac- 
tice—that is, with nurses as individual prac- 
titioners and as members of a profession. In 
a broad sense the ANA will deal with matters 
that are related to the individual nurse’s re- 
sponsibility for becoming the best possible 
practitioner and also with her economic and 
general welfare. 

The Nursing League of America will be 
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STRUCTURE 


concerned mainly with the ways in which 
organized nursing service is provided to the 
people who need it and the ways of providing 
nurses with the education they must have to 
vive good nursing service. These are re- 
sponsibilities that can and should be carried 
out not only by nurses in all fields and in all 
types of positions but by the people them- 
selves as supporters and consumers and by 
members of other professional and _ allied 
groups. 

Although it is essential for sound adminis- 
tration and operation that the purpose and 
functions of each of the two organizations be 
distinct and as mutually exclusive as possible, 
close cooperation and coordination of activi- 
ties will be of basic importance. The ma- 
chinery for such cooperation and coordina- 
tion of activities will be provided through a 
joint coordinating council; through represen- 
tation on each other’s appropriate committees; 
through conferences and close working rela- 
tionships of the chief executives and other 
staff members of the two organizations. 


Purpose and functions of ANa in the new structure 

The purpose of the American Nurses’ Asso- 
ciation shall be to foster high standards of 
nurse practice and to promote the welfare 
of nurses through the coordinated action of 
organized nurses. 

The functions of the American Nurses’ As- 
sociation shall be: 

1. To define functions and promote pro- 
fessional standards of nurse practice. 

2. To define qualifications for the prac- 
titioner of nursing, including those in the 
various nursing specialties. 

3. To promote legislation and to speak 
for nurses in legislative action in general 
health and welfare programs. 

4. To survey periodically the nurse re- 
sources of the nation. 

5. To promote and protect the economic 
and general welfare of nurses. 

6. To provide professional counseling serv- 
ice to individual nurses and their employers 
in regard to employment opportunities and 
available personnel. 
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7. Ti, cooperate with the Nia in activities 
of concern to both organizations. 

8. To represent nurses and serve as their 
national spokesman with allied professional 
and governmental groups and with the public. 

9. To serve as the official representative 
of American nurses in the International Coun- 
cil of Nurses. 


Purpose and functions of NLA in the new structure 

The purpose of the Nursing League of 
America shall be to foster the development 
and improvement of nursing services and 
nursing education through the coordinated 
action of nurses, allied professional groups, 
general citizens, agencies, and schools to fill 
the nursing needs of the people of the United 
States of America. 

The functions of the Nursing League of 
America shall be: 

1. To define and promote standards for 
organized nursing services and to stimulate 
and give guidance to communities and service 
agencies in applying these standards to bring 
about effective organization, administration, 
and utilization of personnel. 

2. To promote education for nursing in all 
fields by defining and developing sound stand- 
ards of nursing education and by planning 
the development of adequate facilities for 
good organization, administration, and cur- 
ricula. 

3. To provide consultation and other serv- 
ices within the purview of the Nra to indi- 
viduals, agencies, schools, and communities. 

4. To promote the extension and proper 
distribution of facilities for nursing services 
and education throughout the country. 

5. To cooperate with the ANA and allied 
groups in planning for legislation and other 
activities that affect nursing and health and 
in interpreting them to NLA members. 

6. To represent nursing services and nurs- 
ing education and to serve as spokesman with 
allied professional, governmental, and _ inter- 
national groups and with the public in matters 
related to the purpose of the Nia. 


This article appears also in the American Journal of 
Nursing, May 1951. 


| 

| | 


Teamwork in the Prevention of 
Hearing Impairment in Children 


Ps INCIDENCE OF hearing impair- 
ment among children is a sizable national 
problem and, in view of the grave conse- 
quences for growth and development, a vitally 
important one. Coordinated community 
action is needed for early casefinding and 
treatment which can often prevent the devel- 
opment of a serious handicap with all its 
consequences for growth and development. 

Approximately 5 percent of our school-age 
children have some hearing impairment. This 
figure does not include children suffering the 
transitory effects of upper respiratory infec- 
tion. Figures for preschool children are not 
so definite. The general incidence is probably 
not so high, but the proportion with severe 
impairment may be considerably higher. 
Probably at least one in every twelve to 
fifteen persons of all ages has a hearing prob- 
lem. As infant mortality decreases and 
longevity increases this figure will rise. Yet 
many gradually developing impairments can 
be controlled by present diagnostic and thera- 
peutic technics if discovered early. 

Recently there has been a nationwide up- 
surge of interest in the preventive aspects 
of this problem. In almost half the states 
the testing of hearing is required by law, 
usually as part of the school health code. 
However, there is considerable difference 
among methods and procedures of casefinding 
and often inadequate follow-up. One source 
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of confusion may be the way laws are written. 
There may be ample provision for the handi- 
capped child but little or none for the pre- 
vention of the handicap. Sometimes difficulty 
is caused by the way laws are interpreted and 
administered, with too little provision for de- 
velopments in methods and technics. Some- 
times confusion is caused by the common 
shortcoming of “too many cooks.” Ideas like 
the “prevention of deafness” and the “con- 
servation of hearing” are relatively meaning- 
less until they are translated into some sort 
of concerted action that promotes the health 
and welfare of the community. Experience 
has demonstrated that this is best accom- 
plished by teamwork in the community, and, 
because of the nature of hearing problems, 
there is good reason to believe that a large 
part of the preventive job can be accomplished 
by the use of public health technics. 

By and large, of every ten children found 
to have impaired hearing in an adequate 
screening examination, two will have per- 
manent impairment not amenable to reversal 
or sufficient functional recovery by medical 
and surgical procedures; eight will have hear- 
ing losses that can be reversed or greatly 
relieved by minimal medical care, if the cases 
are found early and treated adequately. This 
ratio has been demonstrated by statistics from 
a wide variety of sources. These figures 
mean that while 5 percent of school-age chil- 
dren have some hearing impairment about 
one half of one percent have sufficient hearing 
impairment to need special training or special 
handling in school. (We are discussing here 
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only the children who have no other handi- 
caps; the figure is considerably greater if 
multihandicapped children are included.) 
Much consideration is given this group. At 
present there are approximately 20,000 chil- 
dren in special schools for the deaf. Many of 
these are by no means totally deaf but need 
very special work. Many are not even edu- 
cationally deaf by present standards but, be- 
cause of the lack of facilities, cannot be 
handled in any other way. Many have not 
had the benefit of adequate diagnosis and 
treatment prior to admission. The fact re- 
mains, however, that a great deal of attention 
is being paid to the needs of the child with 
severe or profound hearing impairment. Not 
nearly so much has been directed to preventive 
work with the child who has a moderate, mild, 
or subclinical amount of impairment. Yet, in 
terms of numbers and amenability to minimal 
medical care, this is much the more important 
group. 


Design for a Preventive Program 


The principal need in most communities is 
that the various agencies, public and private, 
capable of doing this job learn to pool their 
* capacities to meet the needs of the child. 
This is a combined medical and nonmedical 
undertaking that requires understanding and 
cooperation. A working program may be 
developed in various ways, but the general 
design will probably include something like 
these seven steps: 


1. Public 
prefers 


education—health education, if one 
to the end that the facts of hearing and 
hearing impairment may be shared by the entire 
community for better understanding of the problem 
in terms of health, behavior, social adjustment, and 
vocational achievement. 

2. Adequate casefinding, which involves the use 
of careful screening technics for all school-age chil- 
dren and as many preschool children as can be 
reached, and referral from all agencies concerned 
with the health and welfare of children. 

3. Thorough diagnostic examination. 


4. Adequate medical and surgical treatment and 
thorough follow-up. 


5. Audiologic study and consultation (this in- 
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volves a study of the whole child in terms of be- 
havior related to communication, not simply the 
hearing mechanism) centered in the problems of the 
child with a permanent hearing disorder. 

6. Special education either in a special school or 
adjunctive to the regular school, according to the 
child’s needs. 


7. Vocational rehabilitation if and as needed. 


Obviously, the emphasis on prevention in- 
volves steps 1 through 4. This is prevention 
in terms of the reversal of physical and psy- 
chologic symptoms. The kind of prevention 
that has to do with the arresting of symptoms 
and the avoidance of serious changes in the 
personality is what is usually meant by con- 
servation. This work includes all seven steps. 

Ideally, the steps in the program should be 
so organized that there is close interplay under 
medical direction in casefinding and diagnosis 
and coordination of both medical and non- 
medical aspects of case handling, with gen- 
uine insight on the part of physicians, par- 
ents, teachers, nurses, guidance counselors, 
social workers, and everybody else who is in 
contact with children. There should be smooth 
continuity and transition between maternal 
and child care, school health and crippled 
children’s services and vocational rehabilita- 
tion, and between official and private service 
agencies. What part of the work is public 
and what part private depends upon the fa- 
cilities of the community concerned. In- 
cidentally, there are several communities, both 
urban and rural, where such programs have 
been working for some time. 


Hearing and the Dynamics of Behavior 


The need for general acquaintance with the 
nature of hearing and its relation to health 
and behavior is critical. Most people take 
hearing for granted, know little about it, and 
pay little attention to it until something hap- 
pens to disturb the hearing mechanism. The 
normal human hearing mechanism is an ex- 
tremely sensitive analyzer of sound, capable 
of handling differences in sound pressure mul- 
tiplied ten million times between the sound 
that is barely perceptible and the sound so 
intense that it causes pain. Because of the 


limits of ordinary conversation only about 
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half this potential hearing is used in conversa- 
tional situations. Yet in any typical day 
every one of us expects to be able to’ adjust 
immediately between the faintest whisper and 
the roar of the subway or the airplane motor. 
This fine mechanism is subject to several dif- 
ferent types and degrees of impairment related 
to many possible causal factors. Often the 
trouble can be repaired if it is caught early 
enough. Sometimes it cannot be repaired, 
for there is no way to replace damaged nerve 
tissue in the hearing mechanism. 

Hearing, or, better, perceiving and listening, 
are very much a part of the dynamics of hu- 
man behavior and adjustment. The determina- 
tion of the nature and extent of the physical 
damage and the treatment of it are medical 
functions that require the highest skill and 
understanding. The community need not and 
cannot very well know these details. What 
it can learn is that hearing is a tool, not an 
end in itself; that a child learns to talk be- 
cause and as he hears; that most of our 
common communication — conversation — is 
dependent upon the hearing mechanism; that 
there are dozens of degrees between normal 
hearing and total deafness; that hearing is 
very much a part of the dynamics of social 
and psychologic adjustment. 

Unfortunately, a hearing loss does not 
“show” as a physical defect any more than 
normal hearing “shows.” The effect of any 
serious amount of hearing loss shows, how- 
ever, in the individual’s lack of ability to 
communicate freely and easily. In young 
children the signs may be retardation of speech 
development, inadequate social development, 
daydreaming, lack of attentiveness, dullness, 
or confusion. In adults the problems related 
to impaired hearing take many forms, from 
mild discomfort to loss of job and friends. 
We have only to look around; few of us are 
without a relative or acquaintance who has 
impaired hearing. 


Hearing aids 

Perhaps the matter of hearing aids needs 
particular attention. Eyeglasses are all right 
these days. They come in assorted sizes and 
colors and it is smart to select frames that 
match one’s facial anatomy and decor. Hear- 
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ing aids, although they are truly wonderful 
electronic mechanisms, are not yet socially 
acceptable. They need to become so, for the 
great majority of children with a speech- 
hearing impairment in excess of 35 decibels 
below normal can profitably use amplification, 
as can great numbers of adults. The total 
figure of those who would benefit from hearing 
aids goes into the millions. Yet probably no 
more than 800,000 are in use even part of 
the time. A hearing aid is only an amplifier, 
however, not a panacea; and the aid that will 
work well for one person is not necessarily 
suitable for another, 

Unfortunately, little as people in general 
understand hearing and hearing problems, the 
person with the impairment may understand 
even less. If the development of the trouble 
is gradual, he gradually loses touch with the 
normal world of sound, and often has no way 
to judge how many related idiosyncrasies he 
has developed. Understanding some of the 
relationships involved among adults is not 
easy. It is even more difficult with regard to 
children’s problems. 


Casefinding 

In the school health program the problems 
of casefinding are quite readily solvable. The 
children are available in school. Good screen- 
ing technics have been worked out.  First- 
graders and secondgraders are more difficult 
to test accurately than are children in the 
third grade and above. There are plenty of 
facts available for guidance in establishing 
casefinding procedures. Who does the screen- 
ing tests is a matter for administrative de- 
cision in terms of time, expense, and avail- 
ability of personnel. It is important, how- 
ever, that the testers be thoroughly acquainted 
with audiometric technic and that they know 
how to handle children. Casefinding is too 
important to be left with interested but techni- 
cally untrained volunteers, or to be assigned 
casually to the public health nurse as one 
more among many jobs. At the subclinical 
level speech-hearing tests will miss more cases 
than pure-tone tests. 

Casefinding among preschool children is 
even more important and more difficult—more 
important because the child between two and 
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five years is at his peak in the establishment 
of language and speech habits and because a 
handicapping hearing loss must be offset as 
early and as thoroughly as possible; more 
difficult because of the nature of children and 
of hearing. It is not easy to interest a four- 
year-old sufficiently to make an accurate test 
of hearing thresholds, and very special clinical 
technics must usually be employed for younger 
children. Yet when a child has a recurrent 
ear infection, or frequent colds, or runs a 
course of high fever with illness, or is delayed 
or retarded in speech, or when a baby does 
not babble normally, or cannot be awakened 
by voice, or responds to nothing but loud 
noise, the question of impaired hearing should 
be raised and appropriate referral made. 


The Role of the Nurse 

Within a communitywide program the pub- 
lic health nurse—entrepreneur, ambassadress, 
and mistress-of-many-trades in the further- 
ance of the family’s health and welfare—can 
do much to promote knowledge about hearing 
and better management of hearing problems. 
Her position in the preveniive task is doubly 
important because she enters the homes and 
knows the problems, often in intimate detail, 
of the families within her community. She 
often cares for the mother before birth and 
gives guidance about infant growth and de- 


* velopment, works in well baby clinics and in 


preschool roundups, acts as school nurse and 
factotum in routine and special clinical ser- 
vices. In some communities she is even ex- 
pected to do screening audiometry just be- 
cause she knows something about ears and 
children. In a well designed program she 
can become a major factor in public educa- 
tion on a personal, family basis. She can by 
judicious attention to a few details of infant 
health and development achieve much in the 
early detection of hearing impairment during 
the years when good hearing is most im- 
portant in the development of language and 
speech. These years do not begin at school 
age. They lie in the period between two and 
five. 


Interpretation 
When cases are found and taken through 
medical diagnosis the public health nurse— 
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again on a personal, family basis—can do 
much to intepret the significance of the phy- 
sician’s findings to the family, to follow up 
the chiid’s condition to be sure that recom- 
mended medical therapy is carried out, and to 
check the results. As the teacher is trained 
to consider the whole child, so, too, must the 
public health nurse learn to interpret the re- 
lations among vision and hearing and _ be- 
havior in terms of healthy growth and devel- 
opment. She must know that hearing is not 
a static entity related only to the physical 
mechanism but is very much a part of the 
dynamics of behavior. 

Nowadays when a child suffers an attack 
of, say, influenzal meningitis at the age of 
four he usually survives, thanks to modern 
chemotherapy, but often at the expense of a 
great deal of hearing. He has some residual 
hearing, perhaps, but not enough to get along 
with. He has started to talk, but his speech 
rapidly becomes muddy and distorted. He 
has lost much more than hearing; he has lost 
his ability to learn language and speech nor- 
mally and readily and his ability to communi- 
cate with his family. 

Or, perhaps, a child has a moderate amount 
of nerve-type hearing loss, involving perma- 
nent damage to the inner ear, as a result of 
prenatal infection, injury in childbirth, or 
some virus disease in infancy. He is not deaf 
for he hears a good deal of certain intensities 
and pitches of sound: but he does not hear 
well enough to understand clearly and to 
learn to imitate sounds. Language and speech 
and social behavior in general may be severely 
retarded. Neither he nor anybody else in the 
family understands very well what is going on 
or why he acts as he does. 

Or, perhaps, a child has a moderate amount 
of conductive-type impairment with a history 
of frequent colds and recurrent upper respira- 
tory infections. He has had an earache a 
couple of times but got over it without medical 
attention when the tympanic membranes rup- 
tured. He gets along fairly well in close con- 
versation but is dull in school. He has to use 
a good deal of energy just to try to keep pace 
with what is going on. 

Then, there is the child who presents no 
obvious symptoms, whose problems of hearing 
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impairment are in the incipient stage, asso- 
ciated with adenoid tissue in the nasopharynx 
and nonpaient acoustic tubes. His symiptoms 
are subclinical by most standards, and the 
possibly developing problem cannot be de- 
tected except by a careful, screening, audio- 
metric examination that furnishes useful data 
to the examining otologist. Children with 
these subclinical symptoms—and there are 
vast numbers of them—are not necessarily 
handicapped in speech-hearing and can often 
pass a group speech-hearing test within normal 
range. A pure-tone test will pick them out, 
however, and label them as cases to be 
watched with great care. 

Here are four typical kinds of cases, and 
they may be complicated considerably as var- 
rious types of lesions occur together to com- 
pose a mixed-type impairment, part of which 
may be remedied by adequate medical care, 
part of which is not amenable to treatment. 
These problems, centering in the ears, but 
with implications that involve the whole range 
of development and behavior, must be in- 
terpreted by the physician, the audiologist, 
and the nurse to the parent and the teacher. 
This is a fair-sized task. 


Community Teamwork Needed 

A great deal is known these days about 
both medical and nonmedical aspects of hear- 
ing impairment. What is known should be 
organized and put into practice on a com- 
munitywide scale. Some of the older technics 
of screening for casefinding are being super- 
seded by new methods and instrumentation. 
Technics have been well worked out for 
school-age children; much more must be done 
with the younger children to find the prob- 
lems early and start them on the way toward 
repair or rehabilitation. Various designs for 
good diagnostic work have been developed. 
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They are probably best organized through the 
leadership of and in coordination with the 
county mediczl associations, so that adequate 
medical care is achieved and maintained. In 
many sections of the country a combined local 
committee has been organized. In it health, 
educative, and general lay interests work to- 
gether for comprehension and apprehension of 
hearing problems in the community. In a 
few places across the country there are major 
audiologic centers, usually organized as part 
of a medical center, staffed and equipped to 
undertake the entire range of diagnostic, ther- 
apeutic, and rehabilitative procedures for the 
special problems. These are useful for refer- 
ral of the serious problems for diagnosis or 
treatment, and serve as liaison for cases with 
special treatment and training needs and as 
a source of personnel for diagnostic work in 
rural communities. 

The basic work of prevention, however, is 
done in the community through a coordinated 
program which brings together the several 
talents and interests necessary and available. 
Every otologist will attest to the fact that a 
large proportion of impairments among adults 
had their onset in childhood. Because of the 
anatomy and physiology of the nasopharynx 
and the middle ear a variety of upper respira- 
tory infections may affect the hearing mech- 
anism and, often repeated, may bring about 
irreversible damage to the middle ear. It is 
plain, however, that with present diagnostic 
and therapeutic technics a great deal of this 
gradually developing impairment can be con- 
trolled. 

Thus the fundamental preventive idea—find 
the problems early, follow and treat them 
according to the symptoms presented, and 
control the impairment before it develops to 
a handicapping degree. This is a task that 
calls for teamwork on a communitywide basis. 
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Civil Defense 


RADIOLOGICAL DEFENSE 

Measures to be taken for radiological de- 
fense against the hazards of an atomic attack 
may be classified as protective, prophylactic, 
evasive, evaluative, reclamative, and thera- 
peutic. 

The type of radiation hazard depends on 
the kind of burst. In an air burst the hazard 
comes from prompt and delayed radiation. 
The prompt gamma rays, emitted during the 
fission process itself, are only a small part of 
the initial damaging radiation released. The 
delayed gamma radiation due to the short- 
lived fission products in the raging “ball of 
fire’ is the most important. Fifty percent of 
the total radiation is emitted in the first 
second, the other 50 percent within about a 
minute, 

In the surface or subsurface burst, whether 
underground or underwater, the hazard comes 
almost entirely from residual and induced 
radioactivity. 

Protective measures. If advance warning 
of an attack is given the recommended course 
is to turn off water, gas, and electricity, and 
take refuge in the most protected part of the 


basement. 


For individual protection loose-fitting light- 
colored clothing should be worn. Such 
clothing would reflect thermal radiation from 
a blast and also absorb ultra violet radiation. 
No practicable type of clothing will give pro- 
tection against gamma and neutron radiation. 

Evasive action. Evasive action is limited 
by the speed with which the bomb burst does 
its work. The major fraction of the thermal 
energy is delivered in less than half a second. 
Anyone seeing the brilliant flash of light char- 
acterizing the air burst should fall prone to 
the ground. This precaution reduces the ra- 
diation hazard and the chances of being hit 
by flying debris. 

Evaluative measures. There are two evalu- 
ative problems in radiological defense. The 
hazards existing after a detonation must be 
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determined and reasonable procedures must 
be developed for giving medical practitioners 
information about the radiation damage pa- 
tients have sustained. 

Since in air bursts the ball of fire does not 
touch the earth the level of residual radio- 
activity will be too low for danger. Radia- 
tion monitoring will be important only in sur- 
face, underground, or underwater bursts. In- 
struments measuring beta and gamma radia- 
tion will be adequate for the monitoring job 
since normally no alpha radiation hazard will 
exist without detectable hazardous amounts 
of beta and gamma radiation for a period up 
to three months. To develop a corps of skilled 
monitors, personnel of fire departments and 
fire fighting reserves should be trained in the 
use of radiation monitoring instruments. 

Much experimental work has been done on 
the use of the film badge to measure exposure 
to radiation, but this badge is not satisfactory 
for field work as it requires time-consuming 
developing procedures. One plan for provid- 
ing the physician with the facts needed to 
gauge the extent of radiation damage calls for 
tagging casualties picked up by rescue teams 
as to location at time of blast, degree of 
shelter, et cetera. 

Reclamation measures. The phase of recla- 
mation with which radiation defense is con- 
cerned is decontamination—the removal of 
radioactivity from equipment, areas, or struc- 
tures. Decontamination will be necessary 
only if a bomb has burst close enough to the 
ground for the ball of fire to come in contact 
with land or water masses. 

Because decontamination of large areas is 
dangerous to personnel and expensive the 
recommended course in most cases is to evacu- 
ate the population and let time be the de- 
contaminant. Bomb-produced radioactivity 
decays at a rapid rate; seventeen hours after 
a bomb burst only one one-thousandth of the 
initial radioactivity would be left. 

Therapeutic measures. A well organized 
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plan must be worked out for maximum utili- 
zation of health personnel in the event of 
atomic disaster. One plan calls for the estab- 
lishment of operational field stations at con- 
trol points on tne major roads I@ading into 
the damaged area. Another line of defense 
within this area might be the “fire defense 
perimeter” beyond which every effort is made 
to control the conflagration. It is not feasible 
to plan to fight a// fire. During the first half 
hour after the blast, before the conflagration 
develops in full, it will be possible to send in 
‘“ouide rescue’ teams to escort or carry the 
dazed or injured to the rescue perimeter con- 
trol stations. 

Three major concerns for the public health 
official are education to dispel existing con- 
fusion about atomic hazards; development of 
operational plans for maximum utilization of 
health personnel in case of disaster; provision 
of more training courses to give physicians 
and other health workers practical down-to- 
earth information in the field of radiation 
injury. 


Abstracted from “Some Public Health Aspects of 
an Atomic Explosion” by William H. Sullivan in the 
January 1951 issue of Industrial Medicine and 
Surgery 


BIOLOGICAL WARFARE DEFENSE 

“What You Should Know about Biological 
Warfare,” second in a series of booklets de- 
signed to instruct the public in individual 


protection against special weapons, has been 
issued by the Federal Civil Defense Adminis- 
tration. . The first booklet, “Survival under 
Atomic Attack,” was released in October 1950. 

The pamphlet points out that attacks 
against people, animals, and food crops are 
possible through the use of sprays carried 
in airplanes, through bomb explosions, or 
through sabotage of factory food and water 
or of city water mains. Biological warfare 
could be effective and damaging. However, it 
is not a secret super-weapon and there are 
defenses against it. 

These points are highlighted in the pam- 
phlet: 

There is nothing new about biological warfare. 

Our alert health safety system is the keystone of 
BW defense. 

We must be on the lookout for new ways of 
spreading known diseases. 

Biological agents that might be used are well 
known to our scientists. 

Vaccines and new remedies would prevent large- 
scale epidemics. 

Everyone should help in detecting and identifying 
BW attacks. 

Emergency regulations must be followed closely 
before and after a raid. 

Simple health measures can be effective BW 
counter-weapons. 

Civil defense authorities will give special instruc- 
tions about any attack. 

Copies of the pamphlet may be secured for 
10 cents from the U. S. Government Printing 
Office, Washington 25, D. C. 


CIVIL. DEFENSE 


In this indefinite period facing all the 
civilized peoples of the world, civil defense 
takes on an enlarged meaning. Public health 
workers daily make their contributions to 
civil defense. As individuals, they have a 
further responsibility to learn the special 
skills and technics which they may need to 
function if a catastrophic disaster were to 
occur. Public health nurses all over the 
country are attending classes on the medical 
aspects of atomic emergencies, There is much 
new for us to learn. But we have a basis for 


understanding. Think how devastating the 
whole picture must be to nonmedical civilians! 

Again public health nurses have a special 
responsibility, a special privilege. Because of 
our close contact with great numbers of 
people we must assume definite leadership in 
helping them understand what civil defense 
means and to prepare to take their places in 
the overall program. If community morale 
breaks down it is because community leader- 
ship failed. Now is the time for leadership. 
Let us be sure nursing accepts its part. 
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A Report of a Study of the Effect of the 
Termination of Metropolitan 
Nursing Contracts 


This study was carried out by a special NopHN Com- 
mittee of representatives of the Visiting Nurse Society 
of Philadelphia, the Visiting Nurse Service of New 
York, and the Metropolitan Life Insurance Company. 


‘Ts ANNOUNCEMENT of the termi- 
nation of the Nursing Service of the Metro- 
politan Life Insurance Company by January 
1, 1953, has introduced problems of readjust- 
ment which present a new challenge to visit- 
ing nurse agencies. 

It becomes necessary to find other ways to 
compensate for the loss of income of almost 
$1,500,000 which the Mur has been paying 
annually for about 750,000 nursing visits 
made by more than 500 affiliated nursing 
agencies in the United States. A significant 
reason for announcing the termination of the 
service two and one-half years in advance 
of the termination date was the company’s 
desire to allow the nursing organizations 
sufficient time to adjust their service and to 
plan for necessary budget changes. 

It was decided to study a sample of case 
records submitted to the Mut by the Visiting 
Nurse Society of Philadelphia and by the 
Visiting Nurse Service of New York for two 
districts. The study included a total of 
1,830 cases with 8,785 visits reported to the 
Mut in the alternate months of February, 
April, and June 1950 to give effect to seasonal 
variations in the study period. 

This sampling was of necessity limited in 
size and perhaps in scope but was selected 
to represent as nearly as possible a case- 


load in which varied conditions were readily 
reflected in the results of the study. The 
entire service area of Philadelphia and two 
widely differing districts in New York were 
included to give effect to these conditions. 

It was the purpose of the study to determine 
the probable effect of the withdrawal of the 
Mut with respect to: 

Reduction in cases and visits 

Effect on number of nursing staff 

Reduction in income from the Metropoli- 
tan 

The method of obtaining this information 
was to evaluate all of the known information 
on each case, assume that there was no in- 
surance company contract, and then consider 
whether it was likely that the case would be 
reported to the agency and receive the same 
amount of nursing care. 

The evaluation of each case was made by 
the nurse or supervisor most familiar with the 
family, the patient, and the surrounding 
circumstances. The information entered on 
the case record regarding source of the call, 
the nature of the illness, the service given, the 
reason the case was dismissed, et cetera, was 
helpful in making this evaluation. The guide 
used in evaluating the cases is outlined on 
page 293. 

When it was decided which cases were 
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likely to be reported in the absence of an 
Mut contract, they were further classified 
according to the prebability that they would 
be full pay, part pay, froe, health insurance 
or other contract cases, 

The number of visits on cases that were 
likely to be pay or part pay was also con- 
sidered to determine whether the same number 
might be paid for by the patient. On this 
basis an estimate could be made of the even- 
tual number of pay or part pay visits. 

It is acknowledged that the results of this 
study have the limitations inherent in any 
estimate of a situation in the future. These 
include reliance on the opinion of the nurse or 
supervisor in classifying the probable status 
of a case at a later time. Also, the lack of 
Mui’s customary promotion of its nursing 
service and the decline that might naturally 
be expected in the reporting of calls for nurs- 
ing service by company agents and district 
office staffs, must be considered. Neverthe- 
less, the study provides certain helpful and 
rather dependable quantitative measures of 
the caseload that may be anticipated upon the 
termination of Mutt contracts. Those who 
participated in the review of cases and in the 
interpretation of the results of the study 
were in ready agreement that, with the infor- 
mation available on each case and the guide 
for evaluating cases, it is relatively simple 
to classify cases according to their probable 
future status for the purpose of this study. 

For instance, it was apparent that a seri- 
ously ill patient in need of home nursing 
care would be likely to come under care even 
though there was no Mut contract. Further- 
more, if a family was in reasonably good 
financial circumstances and recognized the 
value of the service given, it would probably 
make payment to the nursing agency on a 
full pay basis. Conversely, if a case reported 
by the insurance company representative re- 
quired little or no nursing care, and it was 
unlikely that the family was able to afford 
the cost of the nursing call, it was evident 
that the case would not be reported if there 
was no Mr contract. An instance between 
these extremes would be that of a postpartal 
patient who might welcome the instruction 
and guidance available from the visiting nurse 
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and would be inclined to seek it through 
regular community channels but would not 
feel able to meet its cost so that the case would 
be likely to come under the care of the nurs- 
ing organization as a free case. 

With these explanations in mind, it will be 
of interest to examine Table I which contains 
a summary of the evaluation of Mur cases 
submitted by the VNns of Philadelphia and 
the two districts of the VNs of New York, 
and the composite totals for both agencies. 

The figures for Philadelphia and New York 
showed considerable similarity in the per- 
centage of cases and visits likely to be re- 
ported. On the other hand, there seemed to 
be a marked distinction between the figures 
of the two agencies in the evaluation of full 
pay and free cases and visits. This may re- 
flect differences in judgment of those evaluat- 
ing the cases for this purpose in the respective 
agencies, variations in the economic or social 
character of the population served in the two 
cities, or differences in the administrative 
policies of the two agencies with respect to the 
collection of fees. It is natural to expect such 
variations in different nursing agencies de- 
pending upon many local circumstances. This 
lends added interest to the comment (below) 
of each agency in considering its respective 
experience in reviewing cases and in the inter- 
pretation of figures developed from its study. 

The information accumulated on the prob- 
able caseload and its pay status provided a 
basis for estimating the future income from 
these cases, the saving in nurse time, and the 
loss of income that might be expected. These 
study estimates were obtained as follows: 

The estimated fee collections from Mut 
policyholders were found for the probable 
number of visits on these cases charged at 
the last cost per visit of the agency. Part 
pay cases were included at half the cost per 
visit assuming that this would approximate 
the total part pay collections. Further esti- 
mates were included for newborn service at 
fifty cents per visit as paid for by Mut and 
at the half rate of twenty-five cents per visit 
for all cases assumed to be part pay. 

The sum of these estimates for Philadelphia 
indicated that the eventual income for cases 
now paid for by the insurance company would 


| 


May 1951 


Analysis 


of 


Table 1 
Metrovolitan Cases 
Nursing Agencies upon Termination of Metropolitan Contracts 


Likely to be 


TERMINATION OF MLI CONTRACTS 


Reported to 


287 


Item 


By Source OF REPORTING 
Agents 
Cases 
Visits 
Visits per Case 
Family 
Cases 
Visits 
Visits per Case 
Other and Not Specified 
Cases 
Visits 
Visits per Case 
Total 
Cases 
Visits 
Visits per Case 
By Tyrer or Case 
Morbidity 
Cases 
Visits 
Visits per Case 
Maternity 
Cases 
Visits 
Visits per Case 
Other 
Cases 
Visits 
Visits per Case 
Total 
Cases 
Visits 
Visits per Case 


By Prosaste Pay Status 


Full Pay 

Cases 

Visits 

Visits per Case 
Part Pay 

Cases 

Visits 

Visits per Case 
Free 

Cases 

Visits 

Visits per Case 
Total 

Cases 

Visits 

j Visits per Case 


Total 
Studied 


631 
4060 
6.4 


1335 
6234 
4.7 


Philadelphid 


Likely to be 


Reported 


Number Percent 


400 


ton 


New York 
Likely to be 
Reported 
Total 
Studied Number Percent 
205 30 14.6 
625 199 31.8 
3.0 6.6 
181 118 65.2 
1345 1106 82.2 
7.4 9.4 
109 78 71.6 
581 500 $6.1 
3.3 64 
495 226 3.7 
2551 1805 70.8 
5.2 8.0 
229 133 58.1 
1760 1319 74.9 
7.7 9.9 
189 64 33 
403 176 7 
2.1 2.8 
77 29 37.7 
388 310 79.9 
5.0 10.7 
495 226 45.7 
2551 1805 70.8 
8.0 
31 6.3 
240 94 
7.7 
67 13 
804 
12.0 
| 
128 25.9 
761 29.9 
5.9 
495 226 45.7 
2551 1805 70.8 
5.2 8.0 


Composite 


Total 
Studied 


Total 


Likely to be 
Reported 


ef- 
Number cent 


|__| 
— | 
429 50 11.6 634 so 12.6 
1184 234 19.8 1809 433 23.9 
2.8 4.7 2.9 5.4 ~ 
507 346 68.2 6388 4604 674 
2581 2031 78.7 3926 3137 79.9 
5.1 5.9 5.7 6.8 a 
399 289 «72.4 508 367. 
2469 2206 89.4 3050 2706 88.7 
6.2 7.6 6.0 7.4 
1335 685 1830 911 49.8 
6234 4471 71.7 | 8785 6276 71.4 
4.7 6.5 48 6.9 
me 63.4 860 533 62.0 
3068 75.6 5820 4387 75.4 
77 6.8 8.2 
544 193 35504 733 257. 35.1 
1024 454 44.3 1427 630 44.1 
1.9 2.4 a 1.9 2.5 = 
160 92 | 237 121 $1.1 
1150 949 1538 1259 81.9 
7.2 10.3 6.5 10.4 
1335 685 31.3 1830 911 498 
6234 4471 71.7 8785 6276 971.4 
4.7 65 48 6.9 _ 
252 18.9 283 15.5 
1782 28.6 | | 2022 23.0 
| | 
180 13.5 | 247 13.5 
1940 31.1 | 2744 31.2 
10.8 — | 11.1 
253 18.9 | 381 20.8 
749 12.0 | 1510 17.2 
3.0 man 4.0 
685 "a3. 4 1830 911 49.8 
4471 71.7 | 8785 6276 71.4 
6.5 — | | 48 6.9 = 
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be 45.60 percent of the amount that has been 
paid. For New York; where the estimate 
of probable pay cases and the amount of in- 
come from these cases was substantially less 
than in Philadelphia, it appeared that the 
eventual income would be 26.2 percent of 
present contract payments. The composite 
figure for both agencies is equal to 32.5 per- 
cent of the present MLI income. 

The effect of the reduction of Mut caseload 
on the nursing time saved and on the operating 
costs of the agency was next considered. The 
number of visits not likely to be reported 
subsequent to the termination of the insurance 
company contract was used as a basis for these 
estimates. This visit total was adjusted to 
an annual basis and divided by the average 
number of visits per nurse year as shown by 
the agency's last annual cost statement. The 
result was equal to the visit production of 
3.92 nurses for Philadelphia and 7.25 nurses 
for New York, a total of 11.17 nurse years 
for both services. 

These estimates were then translated into 
equivalent money values on the basis of the 
gross cost per nurse year shown by the annual 
statement. While the cost per nurse year 
includes certain fixed overhead expenses that 
may not be adjustable in direct relation to 
staff adjustments, it affords a ‘theoretical 
basis for determining the total value of a nurse 
to the agency. If the cost shown by this 
calculation cannot in fact be saved because 
of inflexible overhead components, it is at least 
possible to extend other useful services to the 
community without increasing the existing 
overhead structure. 

With this in mind, the gross cost of main- 


taining nurses no longer assigned to give serv- 
ice under the Mii contract was equal to 30.8 
percent of the amount payable under the con- 
tract for Philadelphia and 32.5 percent for 
New York, a composite of 32.0 percent for 
both agencies. 

The loss of income from cases that would 
continue to receive care on a part pay or free 
basis was then determined at half the cost per 
visit for part pay cases and at the full cost 
for free cases. This loss of income was equal 
to 23.6 percent of the contract payments for 
Philadelphia and 41.3 percent for New York, 
or a composite of 35.5 percent of the amounts 
paid by the insurance company. 

The foregoing study estimates are sum- 
marized in Table IT. 

It will be seen that the eventual disposition 
of the Mur service on the basis of the com- 
posite results of this study will be that ap- 
proximately one third of the service will con- 
tinue on a full and part pay basis, one third 
will be discontinued, and the remaining third 
will continue on a part pay and free case 
basis, payment for which will come from 
contributions and other contracts. The pro- 
portions may differ significantly in specific 
communities under varying conditions, but 
these study results provide a foundation for 
considering the general effect of the Mur with- 
drawal upon future program and budget needs. 

If an agency is interested in obtaining a 
rough estimate of its own experience on a 
percentage basis, this may be done by a com- 
paratively simple procedure. Percentagewise, 
the results obtained from this simplified 
method should approximate those derived 
from the computations in the study. The 


Table Ii. Expected adjustments in income and service after MLI contract termination 


Estimated fee collections from policyholders 
Estimated reduction in ML caseload 
Income needed to maintain necessary program 


Total Mitt Payments 


Percentage Distribution 


Philadelphia New York Total 
45.6 26.2 32.5 
30.8 32.0 
23.6 41.3 35.5 


109.0 100.0 100.0 


| 
| 
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simplitied procedure may be outlined as fol- 
lows: 


1. Select a recent month or other sample period 
for which the Mii case records are generally repre 
sentative. 

2. Using the guide (page 287), classify the visits on 
each Mui case according to their probable future 
status after termination of the contract under the 
following headings: 

A. Full pay visits 

B. Part pay visits 

C. Free visits 

D. Visits not likely to be made 
Total Mtr visits 

3. Divide the number of part pay visits equally 
between the full pay and free visits. 
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4. Regroup the visits totals and compute the per- 
centage distribution as follows: 


A. + of B. = Estimated pay service x%o 
C. + !, ot B. = Estimated free service x% 
D Estimated reduction in 
service 
Total M11 service 100% 


It is hoped that this study report may be 
helpful to other agencies in evaluating the 
probable disposition of their own MLI case- 
load, in effecting desirable staff adjustments, 
in considering revised budget needs, and in 
planning the development of new sources of 
income from fee collections and other means. 


Comments on the Study 


I Visiting Nurse Society of Philadelphia 


W' BELIEVE THAT the study made within 
our agency has validity because of the 
knowledge and understanding which our super- 
visors and nurses have of the patients, the 
neighborhoods, the referring physicians, hos- 
pitals, et cetera. Since the entire agency took 
part, variations in judgment have not, we 
believe, unduly influenced the establishment 
of a reasonably reliable general picture for 
Philadelphia. 

Because of the deviation shown by the 
figures on the probable fee collections from 
cases likely to be reported in New York and 
Philadelphia, we have re-studied this section 
of our report and believe our original con- 
clusions are not oversanguine. It may be 


Miss Hubbard is director and Miss Frankenfield 
a supervisor, Visiting Nurse Society of Philadelphia. 


RUTH W. HUBBARD, R.N. and 
KATHRYN FRANKENFIELD, R.N. 


that a larger part of the insured population 
which has used our service is in a more favor- 
able economic bracket than is true of the 
neighboring city. Other cities may have still 
different experiences. 

The reduction of 3.92 nurses estimated for 
our staff would not mean an actual saving 
equal to the figure presented. There are 
certain expenses, such as executive, consultant, 
supervisory, clerical, office space, staff health 
program, public relations, library, and staff 
education that would to some extent continue. 
Rather, there would be a challenging oppor- 
tunity to utilize these facilities, which may 
become available through the estimated re- 
duction in caseload, for continuing other pro- 
gram interests of our agency and in developing 
new and useful services. 

For several years our Community Chest has 
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fostered among its member agencies a re- 
sponsibility to develop all possible income- 
producing activities appropriately falling with- 
in an agency’s function. At present we are 
operating upon a budget with anticipated in- 
come as follows: 


Agency earned income for 


all services rendered 

Agency income from endow- 
ments and use of principal 11% 
Community Chest grant 42% 
100% 


We do not anticipate that we could within 
one year increase earnings to cover the prob- 
able 23.6% loss of Mur income shown by the 
study. The amount involved is under 3 per- 
cent of our total income but about 6 percent 
of the income from the Community Chest. It 
would therefore be important to have such 
Chest understanding and support as would 
enable us to demonstrate our ability to recover 
an appreciable portion of this income from new 
sources, 

We have been working for several years to 
increase the reporting of calls on which fees 
may be collected by use of VNs leaflets in 
hospitals, banks, stores, et cetera. Through 
an annual review of interagency policies we 
are trying to strengthen health and welfare 
agency sources of referral. Stimulation of 
medical referral is also a matter of active 
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effort. We recognize that our public relations 
program is an important factor and are at 
work on it. We believe it is ous responsibility 
to inform all parts of the community of our 
availability, and realize that this has been 
done by the Mir in the interpretation of our 
service to its policyholders. 

A noticeable decrease in Mut work has al- 
ready become evident in our monthly billing. 
This fact and the likelihood that unreported 
cases will largely consist of those with relative- 
ly few visits should result in some saving of 
nursing and clerical record time. 

As we view the withdrawal of the Mtr in 
the light of NopHN’s statement “Public Health 
Nursing Adjustments in the National Security 
Program” (see page 259) we feel that we 
may find ourselves able to make the required 
adjustments on the basis of the total com- 
munity and to reach those who need us most 
by a broad consistent program of public 
relations and interpretation. We have some- 
times felt that we are in danger of working 
only to answer properly all calls received, but 
are failing to review them periodically to be 
sure that we are actually occupied with the 
most important work to be done. We do not 
mean that we are not fruitfully busy but we 
wonder whether other patients who have not 
called us may be in greater need than those 
we know. Perhaps this challenge will enable 
us to find such patients and to develop greater 
judgment in giving VNs care. 


II] Visiting Nurse Service of New York 


MABEL REID 


gets pistricts, Fordham and Lower West 
Side, were chosen for the study from the 
fourteen which make up the total area served 
by this agency in three of the five boroughs 
of New York City. 

Fordham is a region of apartment houses 
and small homes, partly suburban in char- 


acter, where the number of insurance patients 
is very large. Lower West Side is an older 
section of the city where the amount of in- 
surance work is relatively small. Both dis- 
tricts have approximately the same popula- 
tion and each is served by a staff of eleven 
nurses, exclusive of supervisors and students. 
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There were 495 Mur cases included in the 
study, 327 in Fordham and 168 in Lower 
West Side. 3 

Forty-six percentsof the cases were judged 
likely to have come under care had there been 
no insurance contract, and it was estimated 
that 71 percent of the visits would have been 
made. In both districts the percentage of 
morbidity cases so judged was considerably 
higher than that of maternity and newborn 
cases. It would appear that only one third 
of the maternity and newborn cases carried 
on the Mut account could be expected to come 
under the care of visiting nurses without the 
insurance contract and less than half the 
visits to this group of patients during the 
period of the study would be made. On the 
other hand, at least two thirds of the non- 
communicable morbidity cases (58 percent of 
all morbidity cases) would probably be re- 
ferred regardless of insurance and_ three 
fourths of the visits to sick patients would be 
made. 

With regard to the number of visits likely 
to have been paid for by the families in full 
or in part, or by some contracting agency 
other than the Metropolitan Life Insurance 
Company, Fordham and Lower West Side pre- 
sented pictures that were quite different. In 
Fordham, the proportion of visits for which 
fees might be anticipated was considerably 
larger than it was in the Lower West Side dis- 
trict. In both areas, it was agreed that fee 
collections on morbidity visits were more 
promising than on visits to new mothers and 
babies. 

In recent years we have noticed an empha- 
sis on morbidity service. New types of treat- 
ment for chronic illnesses have been partly 
responsible for this trend but it has also been 
encouraged by income-producing contracts. 
At the Visiting Nurse Service of New York, 
contracts with hospitals to provide home nurs- 
ing service in cooperation with home care 
transfer programs have helped to offset de- 
clining income from the Mur contract. At 
present, 15 percent of all VNSNY visits are 
being financed through such programs which 
are largely concerned with longterm. illness. 
A contract has recently been signed with the 
Veterans Administration to provide home 
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nursing care for veterans with service-con- 
nected disabilities. In the last few yeas’, 
visits to patients receivingsOld Age Assistance 
for which the VNSNY receives part payment 
from tax funds, have increased to a marked 
degree. As morbidity work has increased, 
visits to maternity patients and newborn in- 
fants have become fewer. It now appears 
that a higher percentage of Mir morbidity 
cases will probably be retained after termina- 
tion of the Mri contract than will be true of 
the Muir maternity cases. The morbidity 
cases which will come under care will be those 
requiring more than the average number of 
visits per case and the maternity patients are 
likely to include those with complications. 
Relatively few of the normal postpartum- 
newborn cases now included on the Mir ac- 
count will become VNSNY patients without 
the insurance company contract. 

In New York City, special provision has 
been made for the care of premature infants 
and a good referral system brings most such 
babies under the care of the visiting nurses 
after their discharge from the hospital. Co- 
operative agreements worked out with individ- 
ual hospitals provide for the referral of primi- 
parae and other groups of maternity patients 
with special problems. By continuous at- 
tention to these and similar agreements and 
the means for implementing them, a goodly 
number of the Mri maternity and newborn 
patients most in need of nursing care will 
probably be reached after the termination of 
the Mir contract, but this type of service will 
need to be financed largely from contributions 
or endowment income. 


HILE NO Two districts are alike, it is 
believed that an average district office 
with eleven staff nurses where, in 1950, Mur 
service required and supported the work of 
one and one-third nurses, will need only one 
nurse to serve Mtr policyholders after the 
present contract ends. Fees collected from 
the policyholders and from other existing con- 
tractual agreements will probably provide less 
than half the income needed to maintain that 
nurse on the staff. 
To summarize, it is anticipated that almost 
half of the Mui cases nursed during the first 
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half of 1950 under the Mu contract will come 
under nursing care in a half-year period after 
the termination of the contract; that approxi- 
mately 70 percent of the visits to Mrt policy- 
holders will continue to be made; that the 
time of one nurse will be needed to serve 
the Mur policyholders who in 1950 required 
the services of one and one-third nurses; that 
not more than half the income required to 
support this amount of service can be antici- 
pated in fees from patients or other existing 
contracts. Furthermore, the termination of 


Community Chest of 


‘i CONSISTENCY of the results from 
the two sample study areas can be regarded as 
significant for planning purposes in respect to 
the proportion of present volume of MLt1 serv- 
ice which is likely to be reported after the 
termination of Mut contracts. It would appear, 
however, that the actual impact of the change 
on community financing of nursing services 
may differ from one community to another 
and be affected by a variety of factors, among 
which would be the present policies and prac- 
tices with respect to fees and charges for other 
than MLI contract services. 

The combined study results do provide a 
rough and ready basis for estimating the 
probable effects of the change due January 
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the Mir contract will tend to weight the 
agency’s program toward further concentra- 
tion on morbidity service and reduce the pro- 
portion of service to maternity and newborn 
infant cases. 

This study has stimulated the VNSNY to 
do some serious thinking about its changing 
program as well as about the sources of its 
income. 


Miss Reid is statistician, Visiting Nurse Service of 
York. 


New 


Philadelphia and Vicinity 


W. T. MeCULLOUGH 


1, 1953, and indicate that adjustment to the 
change will not be so great that orderly plan- 
ning by the Community Chest and the Visiting 
Nurse Services that begins at once and con- 
tinues through the rext two years cannot 
solve the problem. It is apparent that fi- 
nancial planning will need to go along hand 
in hand with program planning in order that 
the constructive community health progress 
enabled by the MI contract service over the 
years will not be lost in the effort to “make 
ends meet.” 


Mr. McCullough is director, Agency Operations 
Department, Community Chest of Philadelphia and 
Vicinity 
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Guide Used for Evaluating Cases upon Withdrawal 
of Metropolitan Nursing Service 


Consider and weigh each of the following: 


. Source of income 

. Diagnosis 

. Service to patient 

. Family circumstances 


wnwe 


Review information on case records and 
additional evaluation of nurse or supervisor. 
Then classify each case under the heading, 
“Likely to Be Reported,’ as Yes, No, or 
Doubtful. Enter additional information, such 
as eligibility for public assistance, other in- 
surance benefits, et cetera, in “Remarks” col- 
umn. 

In considering the four items listed above it 
*may be necessary to balance one against an- 
other. For instance, 


On cases reported by Mit agents 


a. A seriously ill patient in need of nursing care 
would have been reported to the nursing agency 
even if there were no Mut contract. 

b. A patient not sufficiently ill to require profes- 
sional nursing care would probably not have been 
referred to the nursing agency unless payment were 
to be made under an ML contract.. 

c. A convalescing patient who had been seriously 
ill would not likely have been referred to the 
nursing agency in the absence of an Mur contract 
as the case had not been referred during the acute 
stage of the illness. 


Consider physician- or clinic-reported cases 
as likely to be reported after termination of 
the contract. 

In general employer-reported cases are not 
likely to be reported unless a contract exists 
between the firm and the nursing agency. 

If the diagnosis and length of time sick 
show the patient to be chronically ill it is 
likely the case would be reported under the 
following conditions: 


1. If a new treatment is ordered which cannot be 
administered by the family. 

2. If a member of the family who has been caring 
for the patient becomes ill or cannot give the care 
temporarily for some other reason. 


Patients who require highly skilled nursing 
service which cannot be taught to the family, 
such as complicated dressings, bladder irriga- 
tions, colonic irrigations, et cetera, are likely 
to be reported. 

Patients requiring physical therapy are 
likely to be reported under the following con- 
ditions: 


1. If it is known there is a physical therapist on 
the staff of the nursing agency. 

2. If the family has the means to pay for the 
visits or if the fee can be met through some other 
means. 


3. If the physical therapy treatments are a vital 
need in the rehabilitation of the patient. 
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Tue First -VisttiInG NURSE IN Boston 


irom a painting by Paul Hawthorne 
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IN MEMORIAM 


“My sword I give to him thet shall succeed me and my courage 


and skiil to him that can gei it 


death, where is thy sting? 


Grave, where is thy victory,—so he crossed over and all the 
trumpets sounded for him on the other side.” 


Elin Anderson, 1950, Winnipeg, Canada. Miss 
Anderson was a member of the Nopun Board of 
Directors at the time of her death. She was em- 
ployed as a specialist, Rural Health Services, Ex- 
tension Service, U. S. Department of Agriculture. 
All who were privileged to know Miss Anderson will 
always remember her bright spirit, her keen mind, 
and her deep interest in humanity 

Hallie Austin, March 8, 1951, Denver, Colorado. 
Public health nurse in Jefferson County, Colorado; 
earlier in Gunnison County 

Dr. Charles F. Bolduan, July 4, 1950, New York. 
Organizer and first director, Bureau of Health Edu- 
cation, New York City Department of Health, and 
a noted lecturer and writer in fields of public health 
and_ bacteriology 

Ann D. Boyd, February 22, 1951, Denver, Colorado. 
School nurse in Denver for 20 years 

Grace Coffman, August 13, 1950, Spokane, Wash- 
ington. Retired in February 1950 after 21 years as 
director of public health nursing, Tacoma Health 
Department. Her contribution to the development 


, of public health nursing in her state is a lasting one 


Dr. Robert L. Dickinson, November 29, 1950. A 
great physician and artist but, foremost, a great 
humanitarian. Dr. Dickinson spent many years in 
making sculptures of the human body for medical 
and popular teaching. His models of the baby 
from conception to birth have been used for the 
education of nurses and parents. Copies of his work 
are now in many museums 

Helen M. Fisher, 1951, Portland, Oregon. Miss 
Fisher was elected to the Nopun Board of Directors 
last May. Her untimely death is a deep loss to us 
all. Throughout her professional life she was an 
active worker on SopHn and SNA committees. Miss 
Fisher was director of public health nurses, Division 
of School Hygiene, City Board of Education, Port- 
land, Oregon 

Charlotte C. Fleming, January 11, 1951, New 
York. Superviser, nurse midwifery service, Ma- 
ternity Center Association, New York 

Susan Fry, October 24, 1950, Nyack, New York. 
Miss Fry was a Metropolitan Life Insurance Com- 
pany nurse for 24 years 

Frances E. Gifford, 1950. Los Angeles City Health 
Department 

Iva A. Godshalk, January 23, 1951, San Diego, 
California. Miss Gedshalk was director of Nursing 
Service for the San Diego Chapter, American Red 
Cross 


—Pilgrim’s Progress 


Catherine S. Goff, March 15, 1951, Philadelphia, 
Pennsylvania 

Mrs. Lystra E. Gretter, February 27, 1951, 
Detroit, Michigan. Mrs. Gretter was a_ charter 
member of the Nopun and one of the great “first 
ladies” in nursing. In 1907 she became superin 
tendent of the Detroit VNA and continued as 
director until 1923. Mrs. Gretter was especially 
gifted in interesting people in working together to 
achieve a common aim. She was instrumental in 
establishing the program for public health nurses 
at the University of Michigan. 

Our own Nopun president, the present director 
of the Detroit Vna, Emilie G. Sargent, saw Mrs. 
Gretter just before her death. In this way perhaps 
we all had the privilege of saying “goodbye.” 

Mrs. Mary Lombard Haberstitch, November 13, 
1949. Served in the Army Nurse Corps in World 
War II. Previous to her marriage she was on the 
staff of Tulsa County Health Department, Oklahoma 

Mrs. Ann Hawkins, June 28, 1950, Danville, 
Virginia. Metropolitan staff nurse in Danville. 

Mrs. Violet H. Hodgson, November 1, 1950, Clare- 
mont, California. Mrs. Hodgson served in France 
during the First World War. For many years there- 
after she was associated with improving tuberculosis 
nursing in this country. From 1928 to 1933 she 
was assistant director of Nopun and _ tuberculosis 
nursing consultant for NTA. In this dual capacity 
Mrs. Hodgson traveled widely, giving institutes for 
nurses. Her patience and understanding made her 
an outstanding teacher. She was director of nursing 
in Westchester County and later consultant in tuber- 
culosis nursing, New York State Department of 
Health. Mrs. Hodgson was the author of several 
books on industrial nursing and tuberculosis nurs- 
ing and contributed many articles to medical and 
nursing magazines. Her fine mind and generous 
spirit will long be remembered in the nursing world 

Katharine Keegan, February 6, 1951, New York. 
On the staff of the New York City Department of 
Health, 1912-1937 

Edith L. March, June 22, 1950, Bay Village, Ohio. 
Miss March was a nurse midwife and had served 
with the Frontier Nursing Service in Kentucky 
before she became a visiting nurse in Ravenna, 
Ohio. At the time of her death she was superin- 
tendent, Children’s Sanatorium in Warrensville, Ohio 

Mrs. R. B. McCune, 1950, Waterloo, lowa. Presi- 
dent of Waterloo VNA and general member, Nopun. 

Janet B. Merrill, February 2, 1951, Cambridge, 
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Massachusetts. Technical director of School of — staff of the Virginia Department of Public Health 
Physical Therapy, Simmons College. Miss Merrill — since 1948 

had been long associated with the care of polio pa- Mary M. Scott, December 6, 1950, Baxter Springs, 
tients. Her death is a deep loss to the many nurses Kansas. Maternal and child health public health 
privileged to work with her nursing consultant, Kansas State Board of Health. 

Margaret M. Moore, April 7, 1951, Crossnore, Member of Board of Directors, Kansas SNA 

North Carolina. Public health nurse in Buncombe Dr. William F. Snow, June 12, 1950. Founder 
County for many years before retirement. and chairman of the board, American Social Hygiene 


Josephine Newbill, November 29, 1950, St. Association. He was a valiant fighter in changing 
Augustine, Florida. Miss Newbill was director of Public attitudes toward venereal diseases. At the 
public health nursing, Galveston City Health Depart- time of fis death Dr. Snow was a member of the 
ment (Texas) 1919-1942 Norpun Advisory Council 

Malvina Nisbet, March 24, 1951, Dunedin, Florida. > 
Miss Nisbet had been director of public health nurs- Cte and secretary of the Washington Lxr. She 
ing, Tennessee State Department of Health, 1924- Ve 
1933, and later served on the staff of the USPHS athe — 
until her retirement. She was active in forming the Jane L. Tuttle, July _ ~itopg Columbus, Gio. 

Ge 3 

Iva Renstrom, 1950. Ontario Health Department, of Health: past president, Ohio Sna; and a life 
Ontario, California member, Nopun. Her unselfish devotion to her 

Rowena G. Richards, February 14, 1951. On the — work inspired all who knew her. 


Polio Poiniers for 1951 


If Polio Comes .. 


DO Allow children to play with friends they have been with right along. Keep them away from new 
people, especially in the close daily living of a home. 
Because—Once polio has appeared in a community scientists say the virus probably is wide- 
spread. Your children probably have come in contact with it already and developed a degree of 
resistance to that particular virus. 


DO—Watch for signs of sickness, such as headache, fever, sore throat, upset stomach, sore muscles, 
stiff neck or back, extreme tiredness or nervousness, trouble in breathing or swallowing. 
Because-—During an outbreak of polio symptoms vary from the very vague to actual paralysis. 
Watch closely for all symptoms during this period. 


DO—Put a sick person to bed at once, away from others, and call the doctor. Quick action may 
lessen crippling. 
Because—While paralysis cannot he prevented doctors have determined that early bedrest and 
prompt treatment may influence progress of the disease and lessen the severity of deformities. 


DO—Telephone your local chapter of the National Foundation for Infantile Paralysis if you need 
help. Locate through telephone book or health department. No patient need go without care 
for lack of money. Your chapter will pay what you cannot afford. 

Because—The 2,800 local chapters of the National Foundation, supported by your contributions 
to the March of Dimes, exist for this purpose. Other March of Dimes funds are spent for scientific 
research and the training of much needed professional personnel. 


DO—Remember, at least half of all polio patients get well without any crippling. 
Because—Recent surveys show that 50 percent of all diagnosed polio cases suffer no paralysis 
at all. Another 25 percent recover with no disabling aftereffects. Fifteen percent are severely 
paralyzed and about 8 percent die. 
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Regional Planning for Public Health 
Nursing Education in New England 


ANNA GRING, RN, 


\* THE UNITED STATES varying con- 
notations have been ascribed to the terms 
region and regional, Perhaps one of the first 
attempts to characterize regions was in the 
geographic sense. As a result many of us 
learned geography in relation to the Piedmont 
region, the Eastern Coastal, the Rocky Moun- 
tain, and the Pacific regions. Sociologists use 
the term to describe in one word a myriad of 
economic, social, and cultural characteristics 
that give an area a unique but unified dis- 
tinction. To many, regional thinking has 
been synonymous with provincialism. It may 
be noted that in recent years rugged individ- 
ualism and internationalism are not usually 
considered graceful dancing partners. In the 
health field the Public Health Service of the 
Federal Security Agency has led the way in its 
establishment of regional offices. Through the 
state health departments these offices serve 
the citizens in sociological groupings which 
have been generally accepted. 

Since nursing may be considered one of the 
social sciences, regionalism for purposes of 
planning public health nursing education can 
probably take its cue from sociology. In this 
sense the regional approach views a given 
society as a whole; enables all the social sci- 
ences to contribute to its study; offers a com- 
mon field through which many of the present 


Miss Gring is associate professor of nursing, 
Boston University School of Nursing. She prepared 
this article with the guidance of a reviewing com- 
mittee composed of Mary C. Crowell, Marie Farrell, 
Mrs. Mildred Hatton, Geraldine Hiller, Theresa G. 
Muller, Martha Ruth Smith, and Lucy Gordon 
White. 


trends in social research may be applied; pro- 
vides for adequate delimitation of its boun- 
daries and extends the range of quantitative 
effort to discover new facts; and demands the 
coordination of all kinds of approaches.' When 
regionalism is thus defined, the investigator is 
required to see a region as a whole. On the 
other hand, decentralization is inherent in re- 
gionalization. The successful correlation and 
coordination of diverse factors focus attention 
on the greatest values and unique significance 
of regionalization. 


Demonstration in the South 

This sociologic concept of regionalization in 
educational planning has already been ably 
demonstrated by the South. In October 1947 
the governors of the southern states, meeting 
at Asheville, North Carolina, decided to create 
an extensive program of regional action for 
education. Their purpose was to provide 
“either within the several states or without 

. adequate facilities for higher education 
for both whites and Negroes... Follow- 
ing this first formal agreement to make a joint 
effort to meet common needs, their decision 
began to take tangible form. A compact was 
proposed in order to establish a specific basis 
for planning and establishing “regional edu- 
cational facilities.’ 

Early in 1948 the governors signed the 


1Odum, Howard W. American Social Problems. 
N. Y., Henry Holt, 1945. 

Ivey, John I., Jr., and William J. McGlothlin. 
The South’s evolving pattern of regional planning in 
higher education. Higher Education, January 1, 
1950, v. VI, p. 100. 
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compact and agreed to submit it to their re- 
spective legislatures for approval. Pending 
legislative approval the Regional Council for 
Education, which included the governor and 
two members from each of the fourteen states, 
was incorporated and set up in Atlanta in 
September 1948. Since every type of pro- 
fessional educatien is not offered within every 
state provision had to be made for the flow of 
students from one state to another. After 
study, the Council decided that medicine, 
dentistry, and veterinary medicine had prior- 
itv in planning. It worked out a basis for 
contracts with various institutions and a mini- 
mum program, including a minimum budget. 
Within a comparatively short time the legis- 
latures met and approved the budgetary re- 
quest, implementing their approval with 
funds. With the approval of the first ten 
states the Regional Council for Education was 
superseded by the Board of Control for 
Southern Regional Education in January 
1949. At the present time contracts are made 
between states and institutions with the head- 
quarters of the Board of Control acting as the 
contracting agency. The overall plan is that 
the state pays the contracting institution a 
flat sum per year per student for the indicated 
professional education, and the student pays 
the institution the usual expenses but escapes 
the burden of out-of-state fees. Approximately 
forty contracts have been signed between the 
hoard, the states, and the appropriate institu- 
tions. 

This arrangement provides for more efficient 
use of existing facilities; more effective utili- 
zation of instructional personnel; improved 
curriculum offerings available to a wider 
range of able students at low cost: and greater 
returns on the funds invested in terms of ulti- 
mate social benefits. Some types of programs, 
such as medical education, can be operated 
more effectively at less cost if they serve a 


larger group of students than would in many 


cases be enrolled at any one time in an in- 
stitution serving a single state in this region. 
Under this plan one state may share its strong 
facilities and programs with other states, and 
in turn secure for its residents training op- 
portunities which it cannot provide economi- 
cally and effectively. Thus unnecessary dupli- 
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cation of costly facilities is avoided. The 
specially qualified faculties essential for these 
special programs are concentrated in fewer 
centers, insuring better quality of instruction. 
The funds saved in reduced operational costs 
may then be diverted to strengthening pro- 
grams and faculties. 


New England Planning for Public 
Health Nursing Education 

How does the New England Regional Plan- 
ning Committee for Public Health Nursing 
Education meet the criteria described in the 
sociological definition of regionalization? 
Nursing representation is broad, as is illus- 
trated by the current membership of the com- 
mittee, which includes state directors and or 
educational directors of public health nursing 
in the six New England states; the directors 
or educational directors from the visiting nurse 
associations of Boston and Worcester, Massa- 
chusetts; Concord, New Hampshire; Hart- 
ford and New Haven, Connecticut; and Provi- 
dence, Rhode Island. The following colleges 
and universities participate in this regional 
planning committee: Boston College, Boston 
University, Harvard School of Public Health, 
Simmons College, University of Connecticut, 
University of Vermont, and Yale University. 
The committee has been fortunate in that con- 
sultants from the National Organization for 
Public Health Nursing, the U. S. Children’s 
Bureau, and the U. S. Public Health Service 
have participated in all meetings. Lay rep- 
resentation is more limited than desirable; 
Rhode Island, Massachusetts, and Connecti- 
cut are the only states that have recom- 
mended lay participants. There has been no 
attempt to include representation from related 
fields, some of which are known to have sim- 
ilar problems. 

Both at the preliminary conference in Feb- 
ruary 1947 and in succeeding meetings con- 
sideration has been given to both the nursing 
needs and field resources of the region as a 
whole. Frequent references have been made 
to the economic framework, although no at- 
tempt has been made actually to study New 
England from the broader sociological view- 
point. Sincere and increasingly effective ef- 
forts are being made to correlate and coordin- 
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ate the public health nursing field resources, 


known and potential, with the known and. 


anticipated needs of students, agencies, uni- 
versities, and, last but by no means least, with 
the resources and needs of the general public. 


The beginnings 

In 1946 the Boston University School of 
Nursing was organized as an independent pro- 
fessional school in order to help meet current 
needs in New England by offering several 
types of professional nursing education not 
then available in the region. The programs 
which were staited were of two main types: 
those for graduate nurses leading to a Bache- 
lor of Science or Master of Science degree in 
nursing or nursing education, with minors in 
maternity, medical, orthopedic, pediatric, 
psychiatric, and surgical nursing; and the 
four-and-one-half-year basic professional pro- 
gram for qualified high school graduates lead- 
ing to a Bachelor of Science degree with a 
major in nursing. 

A generous grant from the W. K. Kellogg 
Foundation enabled the university to partici- 
pate in the foundation’s postwar nursing pro- 
gram and at the same time provided for more 
extensive professional education for graduate 
nurses. As part of this plan a sum of money 
was set aside to bring together a representa- 
tive group of nurses concerned with public 
health nursing service and education to de- 
termine whether Boston University School of 
Nursing should include public health nursing 
education for graduate nurses in its educa- 
tional program, or whether its intent to in- 
clude public health nursing in the basic pro- 
fessional program was the limit to which pub- 
lic health nursing education should be 
provided in the university’s newly established 
school. Accordingly, in February 1947, under 
the aegis of Boston University School of 
Nursing and the leadership of Dean Martha 
Ruth Smith, a conference was held to discuss 
the public health nursing needs in New Eng- 
land from the standpoint of the educational 
needs of the nurses, the opportunities and 
facilities available for their education, and 
finally to consider the future place of Boston 
University School of Nursing in the field of 
public health nursing. Mrs. Leah Blaisdell 
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Bryan was chairman and Mary Connor co- 
chairman of the meeting. 

After due deliberation the group recom- 
mended that an all-New England committee 
for planning public health nursing education 
be formed. ‘here was general agreement that 
public health nursing personnel should be 
added to the faculty of Boston University 
School of Nursing to develop a program for 
the preparation of public health nursing super- 
visors and to implement the efforts of the 
Planning Committee for Public Health Nurs- 
ing Education. 


Creation of New England planning committee and 

new university program 

Following this preliminary meeting the W. 
kK. Kellogg Foundation demonstrated its con- 
fidence in the committee’s recommendations 
by providing money for an experimental per- 
iod to initiate both the Public Health Nursing 
Department in the Boston University School 
of Nursing and the New England Regional 
Planning Committee for Public Health Nurs- 
ing Education. The latter represented the 
first identifiable effort of the Kellogg Founda- 
tion in regional planning for nursing education 
within the period of their postwar nursing 
project (1945-1949). The Public Health 
Nursing Department was initiated in Septem- 
ber 1948. The first meeting of the reorganized 
New England Regional Planning Committee 
was held in December 1948 at Boston Uni- 
versity School of Nursing. Two days were 
devoted to a discussion of the problems con- 
cerned with the utilization of known field re- 
sources and the finding and development of 
new potential areas. The functions of this 
New England Planning Committee were also 
discussed. Implicit in the discussion was the 
recognition of the importance of adequate 
field resources. There was general agreement 
that the committee should focus its attention 
on developing reciprocal arrangements be- 
tween universities and field agencies and 
should participate in curriculum construction. 

At the next meeting of the committee held 
in April 1949 Dean Martha R. Smith was 
elected chairman, and the Public Health 
Nursing Department of Boston University 
School of Nursing assumed responsibility for 


{ 
j 
. 
4 
j 


300 PUBLIC HEALTH NURSING 


preparing reports of the sessions. Member- 
ship on the committee was broadened to in- 
clude representatives from the seven New 
England universities and colleges, the six New 
England state directors of public health nurs- 
ing, the directors or educational directors of 
six local yoluntary public health nursing 
agencies (to be selected because of their 
known interest in university affiliations) and 
six lay representatives, one to be recom- 
mended by each of the state directors of public 
health nursing. 


Work groups started 

At the April 1949 meeting the committee 
organized itself into small working groups to 
consider these problems: the agency-univer- 
sity agreement form, the objectives and de- 
sired outcomes of student public health nurs- 
ing field experience, potential and known field 
resources for providing essential public health 
nursing field experience suitable for meeting 
diverse student needs, and student evaluation. 
Following the group meetings the overall com- 
mittee met to report progress and recommend 
interim procedure. 

This same pattern has prevailed at all the 
succeeding meetings of the committee, with 
the exception that occasionally special lunch- 
eon speakers were invited to discuss other 
experiences in regionalization and ways of 
improving nursing service. Guests included 
Dr. Daniel Marsh, chancellor of Boston Uni- 
versity; Dr. Brooks Ryder, administrator of 
Bingham Associates Program; Dean Margaret 
Bridgman, consultant in collegiate education, 
Russell Sage Foundation; Mildred Tuttle, 
nursing director, W. K. Kellogg Foundation; 
Irene Carn, associate chairman, Skidmore Col- 
lege Department of Nursing; and Anna Fill- 
more, general director of the National Organi- 
zation for Public Health Nursing. 

At the meeting held in November of the 
same year a group feeling, or a feeling of one- 
ness, seemed evident, if such comments as 
“T think we’re making progress,” and “We 
should have more frequent meetings,” are any 
criteria of group solidarity. At this time the 
members of the overall committee elected to 
join the working group concerned with the 
problem of their major interest. Each work- 
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ing group included representatives from both 
official and nonofficial agencies and universi- 
ties. The lay representatives were primarily 
concerned with agency-university arrange- 
ments. There was some floating from group 
to grsup. It was practically impossible to 
secure complete continuity at successive meet- 
ings because of unavoidable absences, change 
of personnel, and the time lapse between 
meetings. 

Gradually, however, matters of individual 
agency and university concern are becoming 
identified and accepted as area problems, and 
an increasingly objective and realistic ap- 
proach seems evident. In realization of the 
common need for a unified approach to prep- 
aration of nurses for public health nursing 
positions there is an obvious movement toward 
the curriculum committee. The result is that 
all committees and subcommittees wish to 
meet with the curriculum committee at the 
next scheduled meeting. 

To date six two-day conferences have been 
held in Boston, which has been selected be- 
cause of its convenience for the majority of 
the members and the consequent reduction in 
both travel time and expense. Part of the 
agenda of the afternoon session of the second 
day of every conference is devoted to the 
selection of the date and place of the next 
meeting. Simmons College was hostess for 
the April 1950 meeting and Boston College 
for the October 1950 sessions. The next 
meeting will be held at the Harvard School 
of Public Health. 


Accomplishments of the Committee 

The accomplishments of the Regional Plan- 
ning Committee may be summarized in re- 
lation to each problem studied. An agency- 
university agreement form was accepted and 
is being used currently by one state agency, 
four nonofficial agencies, and one university. 
(See page 303.) 


Field resources 

The field resources work group made a 
survey of the public health nursing resources 
in New England. Although it failed to re- 
veal new potential resources the survey 
brought out such problems as the need for 
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cars for students assigned to rural areas and 
the necessity for centralized allocation of stu- 
dents for wiser use of existing resources. It 
also focused attention on the many one-nurse 
services in New England whose-nurses recog- 
nize that their situation is inadequate for 
student affiliations at the present time. 


Student evaluation 

The study group concerned with student 
evaluation prepared a tentative form for 
agency use. Following a field trial spin the 
group agreed that evaluation of student pro- 
gress should be made by an experienced super- 
visor whenever possible. In the event that 
an inexperienced supervisor is responsible for 
student evaluation she should be guided by 
an experienced person. In other words, a 
guide for the use of a form, however detailed, 
is not a substitute for qualified nursing super- 
vision. The anecdotal record is preferred as 
a tool for the analysis and appraisal of the 
student's capacity. An evaluation should give 
a picture of the nurse as a person in relation 
not only to her professional adjustment but 
also to her competence in the particular block 
of experience which is being appraised. The 
group agreed that a form which is designed 
for checking gradations of competence in 
many categories often fails to give a total 
picture of performance. They expressed the 
need for a guide which would be more in- 
clusive and allow greater flexibility than most 
“check” forms. 


Criteria for selecting families 

The functions of the work group concerned 
with evaluation were expanded to include 
study of the student’s total experience, relat- 
ing it to specific areas and to the desired out- 
comes of field experience. Criteria were for- 
mulated for the selection of families for stu- 
dent experience. It was agreed that families 
should be selected in which the nurse may 
hope to meet with some degree of success and 
in which she may have an opportunity to give 
continued health supervision. Some of the 
families chosen should be composed of dif- 
ferent age groups receiving a variety of public 
health nursing services. It is also desirable 
that the student should have experience in 
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families representing a variety of socioeco- 
nomic and racial patterns. Opportunity should 
also be provided during the experience to per- 
mit the student to participate in family plan- 
ning with other community agencies and with 
other members of the healtn team within the 
service agency in which she is gaining exper- 
ience. 


Curriculum committee started 

The work group concerned with the objec- 
tives and desired outcomes of field experience 
drew up criteria to be applied to the six 
weeks to eight weeks experience for graduate 
nurses preparing for public health nursing 
positions. The report was accepted by the 
committee and this work group then became 
the nucleus for the curriculum committee 
which was formed at the November 1949 
meeting. 

The evolutionary process characteristic of 
the overall New England committee is prob- 
ably most clearly illustrated in the work of 
the curriculum committee. Both agency and 
university problems were presented at the 
first meeting. This resulted in a compilation 
of the collegiate programs in New England in 
which the stated objectives include the prep- 
aration of students for public health nursing 
positions. There are fourteen universities aad 
colleges offering a basic nursing program of 
which thirteen are on the bachelor’s level and 
one the master’s level. There are four pro- 
grams preparing graduate nurses for public 
health nursing positions. 


Recommendations for collegiate basic programs 


A survey of the range of hours devoted to 
certain subject areas in the New England 
collegiate basic programs failed to show a 
correlation with the future needs of the stu- 
dent. For instance, five colleges do not offer 
nutrition; four colleges do not offer methods 
of teaching; eight colleges do not include child 
growth and development. The committee 
therefore recommended that efforts be made 
to include the following areas in the collegiate 
basic program: nutrition, particularly as 


it applies to family situations; interviewing 
technics; increased practice in nursing skills; 
appreciation of problems of geriatrics; active 
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participation in the referral of individuals for 
continuity of care; human growth and devel- 
opment; principles of epidemiology; principles 
and methods of teaching and opportunity for 
practice; appreciation and realization of the 
value of biostatistics; practice in the com- 
municative skills; and cultural courses. 

The committee has given considerable 
thought to the new university programs which 
are in the early experimental phase and 
which have been designed to prepare graduate 
nurses for staff positions in hospitals and 
public health agencies. As a result, a sub- 
committee was appointed to write to the 
NoPHN Education Committee suggesting that 
early consideration be given to establishing 
criteria for evaluating these programs. 


University programs 

It will be recalled that the original purpose 
of the first conference of this New England 
committee held in February 1947 was to indi- 
cate the desirability of including preparation 
for public health nursing in the curriculum of 
the Boston University School of Nursing. The 
committee’s recommendation for the addition 
of a public health nursing department was 
based on the recognized need for a program 
aimed at the preparation of public health 
nurses for supervisory positions. The Pub- 
lic Health Nursing Department now includes 
three people, one of whom is primarily con- 
cerned with the basic professional nursing 
program and two with overall planning for 
public health nursing education in both the 
graduate and undergraduate areas. 

A general nursing program which will be 
described in a later issue of Pustic HEALTH 
NuRSING has been started, as has a program 
on the bachelor’s level for senior advisers and 
assistant supervisors. A program in super- 
vision and administration in public health 
nursing on the master’s level will be started 
in 1951-1952. The two last-mentioned pro- 
grams are the direct results of the New Eng- 
land committee’s recommendations. 


Curriculum planning 

Increasingly the New England Regional 
Committee has become concerned with the 
broader aspects of curriculum planning. Sub- 
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committees of the curriculum committee were 
appointed at the last meeting to analyze cur- 
riculum content of the collegiate basic pro- 
grams in New England and to make an activ- 
ity analysis of the preparation of field teach- 
ers, staff nurses, and supervisors. The com- 
mittee as a whole then plans to consider cur- 
riculum implications based on the subcom- 
mittee findings. 

The work group concerned with student 
evaluation is attempting to develop criteria 
which may be used to measure competence in 
relation to the gradations of preparation and 
experience of the public health nurse practi- 
tioner. The group concerned with agency- 
university relations dissolved itself at the last 
meeting, since its functions duplicate those 
of the field resource work group. The latter 
group is continuing its study of plans for 
centralized selective assignment of students 
to field experience. 


Looking to the Future 

Recurrently discussions focused on such 
questions as “How can we plan to continue 
as a regional planning group?” . . . can 
we use our combined agency and university 
resources to better advantage?” .. . “How 
may we participate in curriculum construction 
and thereby narrow the gap between the uni- 
versity and agency practice?”’ Inasmuch as 
this is the final year of the W. K. Kellogg 
Foundation postwar nursing project, everyone 
is charged with individual responsibility to 
think, devise, and be prepared to offer sug- 
gestions for the next steps. In October 1950 
a steering committee was appointed to bring 
concrete plans to the next meeting for the 
further development of regional planning for 
public health nursing education in New Eng- 
land, thereby extending and expanding the 
original purpose of the parent committee. 

There is unanimous agreement that the fi- 
nancial support of the W. K. Kellogg Founda- 
tion was the cohesive element which provided 
the impetus fer regional planning and _ suc- 
cessfully brought together the entire group at 
regular stated times. This financial aid paral- 
lels the contributions of the individual mem- 
bers of the committee and the employing 
agencies who so freely gave both time and 


May 1951 REGIONAL 
effort not only at the semiannual meetings but 
also in their interim activities. Another by- 
product of the committee’s thinking is that 
regional planning should be coacerned with 
the problems of nursing education as a whole, 
instead of with one segment of nursing educa- 
tion. It has been impossible to enlarge the 
scope of the present New England Regional 
Planning Committee for Public Health Nurs- 
ing Education because the stated purpose is 
implicit in the name of the committee and 
funds were so allocated. 

It may be said without reservation that 
this committee concerned with planning for 
public health nursing education in New Eng- 
land has functioned successfully. This four- 
year project has highlighted the value of plan- 
ning together and sharing viewpoints, both 
similar and dissimilar. It has succeeded in 
stretching our minds beyond the scope of our 
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individual needs and problems. We hope to 
extend its scope and representation to provide 
for consideration of the broader implications 
inherent in providing improved nursing ser- 
vice to the American public. The need for 
more extensive citizen participation has been 
expressed frequently and references have been 
made as to the desirability of securing par- 
ticipation from related professional groups, 
such as general education, sociology, and so- 
cial work. 

Today we wonder if the time has arrived 
for the New England committee to take the 
initiative in exploring avenues whereby this 
committee can become a vital part of the New 
England Governors’ Conference, since the 
conference is concerned with the total needs 
of the people of New England and with more 
efficient use of its many human and natural 
resources, 


Agreement for Supervised Public Health Nursing Affiliation for Public Health 


Nursing Students 
with the Visiting Nurse Association of 


Admission 

The number of students and dates of admission will 
be regulated by agreement between the School of 
Nursing and the Visiting Nurse Association. 

Students will be admitted for ———— weeks field 
experience. 

Students are to be full time at the Agency and 
not expected to attend University classes during the 
day. 


Credentials 
Credentials shall be submitted by the School of 
Nursing to the Visiting Nurse Association at 
thirty days prior to admission to the field 
Name of student 
Date of birth 
Name, address, and telephone number of person 
to be notified in case of emergency 
Educational background 
Courses completed 
Record as a student 
General evaluation—special strengths and needs. 


least 


University 


Health 

Each student will be required to have: 

1.4 complete physical examination including 
a chest x-ray within three (3) months prior to the 
beginning of the affiliation. 

2. Successful vaccination against smallpox with- 
in two years of the beginning of affiliation with the 
Agency. 

3. A negative Schick test or diphtheria immuniza- 
tion within two years of the beginning of the 
affiliation. 

Report of the examination is to be sent to the 
Director of the Visiting Nurse Association at least 
two weeks prior to date of the affiliation and should 
contain, in addition to the above reports, a state- 
ment of specific conditions, such as an exposure to 
German measles. 


The student will be given individual consideration 
when time is lost because of illness or any other 
reason during the period of the affiliation. It is 
assumed that if the student has not had an oppor- 
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tunity to participate in the planned educational 
experience it may be necessary to extend the affilia- 
tion. 

The student is responsible for reporting illness to 
the Educational Director, who will report the ill- 
ness to the School of Nursing. The student is 
responsible for securing medical care from a recog- 
nized physician. In the event of an emergency in 
which it is impossible to consult with the University 
the student’s family should be notified. 


Orientation Conference 

The School of Nursing will be responsible for 
the orientation conference before the students begin 
their public health nursing field assignment. The 
School .of Nursing and the Visiting Nurse Associa- 
tion are jointly responsible for the final evaluation 
conterence 

The Visiting Nurse Association will submit to the 
School of Nursing an outline for the affiliation, which 
will be adjusted to the individual student's needs and 


assets. 


Uniform 

Regulation Norun uniform and overseas cap, 
navy blue or black untrimmed coat, and brown or 
black leather oxfords are required for affiliating stu- 
dents. Provision should be made for protection 
against inclement weather. 


Hours 
The hours of duty shall be from a.m. to 
p.m. from Monday through Friday. 
Lunch time—one hour. 


Transportation 

The nurse shall furnish her own transportation to 
the Agency office and to her own home. Carfares 
used in the field shall be paid by the Visiting Nurse 
Association 
Living Arrangements 

The Visiting Nurse Association will assist students 
in finding satisfactory living accommodations. The 
student is responsible for providing her own main 
tenance 


Mental Hygiene and 
Growth Development 


Continued from page 251 
of the life span as a cycle of growth and 
change common to all, many problems that 
would otherwise seem unrelated now take 


Withdrawal from the Field 

The Visiting Nurse Association has the right to 
request withdrawal from the Agency of any student 
who is not able to make adjustment to the field. 
Reports 

Upcn the completioa of the student's affiliation the 
Visiting Nurse Association will send to the Chair- 
man of the Public Health Nursing Department of 
the School of Nursing an evaluation of the student’s 
work with rating, and a record of the student's 
experience. 
Tuition 

The fee for field experience will be at the rate of 
two thirds of the student’s tuition fee, based on the 
amount of University credit given for the course. 
The same amount shall be paid if that affiliation is 
terminated prior to the end of the stipulated period. 

The Visiting Nurse Association will send the School 
of Nursing a bill within the month following the 
completion of field assignment. 
Termination of Agreement 

Either organization may discontinue the affiliation 
by giving one year's notice. 


Signed 


Dean ——— —— University 


Signed: 


President, Board of Directors 
Visiting Nurse Association 


Signed: 


Chairman, Department of Public Health 
Nursing 
University 


Signed 


Executive Director 
Visiting Nurse Association of 


Date 


their place as part of a pattern. Familiarity 
with this pattern and its significance enables 
the nurse to understand the needs of the 
individual at different periods of the cycle and 
to help him or his family meet these needs in 
a manner which promotes the mental health 
of the individual and those around him. 


= 


New Books 
And Other Publications 


THE COMMUNITY AND PUBLIC HEALTH NURSING 


Edith Wensley, New York, Macmillan Company, 1950. 
250 p. $3.50. 


This is the fourth and last in the 
series of comments on Mrs. Wensley’s 
book. 


Mrs. Wensley’s book will be a valuable 
text and handbook for student nurses, public 
health nurses, and nursing board or commit- 
tee members. It gives a clear outline of the 
role of the public health nurse in her various 
capacities and in relationship to other public 
health workers and community groups. It is 
also well organized and interestingly written, 
though occasionally repetitious. 

In most communities where they exist vol- 
untary nursing agencies have been more com- 
pletely accepted than their sister “official” 
public health nursing groups. Although it is 
doubtful that an ‘“‘advisory” citizens commit- 
tee in a governmental agency can accomplish 
quite so much as an administrative board in 
a voluntary agency, still the citizens com- 
mittee can be a real aid to community inter- 
est and support. Committee members and 
health department personnel, however, must 
understand how to develop the advisory com- 
mittees’ full potentialities. Mrs. Wensley pre- 
sents an important part of the formula by 
which this can be achieved. 

Although the title might not indicate it the 
book contains many worthwhile lessons for 
all public health workers such as_ health 
officers, sanitarians, and board of health mem- 
bers. There are many pointers on how to 
give the people a real opportunity to take 
an active part in shaping their community’s 
official health programs. 

Certainly health officers might well take 
some guidance from the public health nurses, 
since we are all searching for ways to get 
closer to the people. This is particularly true 
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in these days when the local tax dollars are 
scarce, and when we must compete for them 
with many groups that have learned to de- 
velop community support better than public 
health has. 


C. Howe Evcer, M.D., Dr.P.H., Director of Health, 
Louisville and Jefierson County Board of Health, 
Aentucky. 


MEAL PLANNING WITH EXCHANGE LISTS 


Booklet prepared by American Diabetes Association and 
the American Dietetic Association in cooperation with 
the Diabetes Branch, Public Health Service, Federal 
Security Agency 1950, 19 p. May be purchased 
trom Health Publications Institute, Inc., Raleigh, 
North Carolina, Booklet We; discount on quantity 
orders Diet card Sc; discount on quantity orders. 
One free copy of material may be obtained trom 
Diabetes Branch, U. S. Public Health Service, FSA, 
Washington 25, 


This booklet of special interest to public 
health nurses has recently been released by 
committees of the above organizations. It was 
prepared as a guide for the person with dia- 
betes to help him select a variety of foods 
for his meals. There are six groups of foods— 
“exchange lists’—arranged in the booklet ac- 
cording to their carbohydrate, protein, or fat 
content. The six lists are milk exchanges, 
vegetable exchanges, fruit exchanges, bread 
exchanges, meat exchanges, and fat exchanges. 

A particular advantage of the exchange list 
is that each serving on a list is so adjusted 
that a person may make a choice of foods 
without referring to a complicated food table. 
That is, a patient allowed three bread ex- 
changes for a meal consults the bread ex- 
change list on which he finds many foods 
which he may substitute for bread. He sees, 
for example, that in place of three slices of 
bread he may choose three other “exchanges” 
to get the same carbohydrate value. He may 
use one-half cup rice, one-third cup corn, and 
five saltines. 

There are several other features which in- 
crease the usefulness of the booklet. Simple, 
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easily understood language is used through- 
out. Illustrations of foods on the various 
lists serve to lend interest and to make the 
materials easy to understand. Food portions 
are given in household measures rather than 
gram weights. One section of the booklet 
contains several recipes. The recipes give 
examples of how the diabetic may combine 
the foods that he is allowed. Each recipe 
clearly shows the amount and type of food 
to be used in its preparation with a statement 
of the foods to be left off when the recipe is 
used. Although the meal planning booklet 
shows food exchanges in detail it does not 
show the total amount of food to be eaten 
daily by the diabetic. A blank page is pro- 
vided on which the patient's diet as prescribed 
by the physician may be written. 

The meal planning booklet is only one of 
the eight parts of diet material provided for 
use in teaching nutrition to the patient with 
diabetes. To assist the physician the authors 
of this material have also prepared six sample 
meal plans. These six sample meal plans are 
arranged at different caloric levels, with the 


NUTRITION 
Two booklets distributed by the National Dairy 

Council, 111 North Canal Street, Chicago 6. Single 

copies available without charge. 

Nutrition FoR Every Day Use, A Hanpsoox or 
TracuinG Atps. Interprets and organizes nutri- 
tion information into highly usable form. The 
booklet carries the seal of acceptance of the Coun- 
cil on Foods and Nutrition of the American Medi- 
cal Association, 

Sarre Mitk. A resumé of present information on safe 
milk and its importance to public health, stressing 
pasteurization, 


GENERAL 
Rapiation MONITORING IN DEFENSE. 


Dwight E. Gray and John H. Martens. New 
York, D. Van Nostrand Company, 1951. 120 p. 


$2 
PsyCHOSOMATI( AND SUGGESTION THERAPY IN 
Dentistry. Jacob Stolzenberg. New York, 


Philosophical Library, 1950. 152 p. $3.75. 
Hycrene. Cleveland Pendleton Hick- 
man. New York, Prentice-Hall. Third edition, 


1950 35.45. 
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kind and amount of food to use for a day, 
and may be used by ‘the physician in working 
out a diet with the patient. Sample menus 
are included as a part of these meal plans to 
illustrate ways in which the food exchange 
lists may be used to add variety to meals. 
, The eighth piece of material is entitled 
Diabetic Diet Card for Physicians. The ex- 
change lists, food values, and sample diabetic 
diet prescriptions are summarized on_ this 
card. Gram weights for foods are also in- 
cluded. The diabetic diet card is provided 
as a reference for use by the physician, nurse, 
and dietitian in their work with diabetics. 
These materials would be particularly use- 
ful to public health nurses in facilitating the 
interpretation of the principles of good nutri- 
tion for diabetics and their families. A word 
of caution is necessary: that the approval of 
the attending physicians be obtained betore 
using the meal planning booklet with their 
patients. 


—K. Barpara Dorin, R.N., Diabetes Branch, Di- 
vision of Chronic Disease, U.S. Public Health Serv- 
ice. 


NURSING 
History AND TRENDS OF PROFESSIONAL NURSING 
Deborah MacLurg Jensen. St. Louis, C. V. 
Mosby Company. 2nd edition. 1950. 365  p. 


$3.25. 


NURSING EDUCATION 
REGIONAL PLANNING FOR NURSING AND NURSING 
Epucation. Report of work conference held by 
Division of Nursing Education, Teachers College, 
Columbia University, 1950. New York, Teachers 
College Bureau of Publications. 1950. 69 p. 
$1.25. 


Practica, Nurstnc CurricutuM. Suggestions for 
developing a program of instruction based upon 
the analysis of the practical nurse occupation 
carried out by the Division of Vocational Educa- 
tion, U. S. Office of Education, in cooperation with 
interested national committees. For sale by the 
Superintendent of Documents, Washington 25, 
D..C. 1950. 140 p. 65c. 


(Continued on page AIO) 
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FROM NOPHN 


STAFF NEWS 

The nurse members of the Nopun head- 
quarters staff have just completed a course of 
instruction in nursing in an atomic emergency. 
Hedwig Cohen taught the classes. She was 
one of the group of local nurses who prepared 
the “Course outline for Nurse Instructors” 
approved by the Medical Emergency Division, 
Office of Civil Defense, City of New York. 
Our teacher reports the biggest problem she 
faced was to collect her students on Tuesday 
evenings, as the Nopun field schedule offered 
stiff competition to our study nights. But we 
had several ‘‘make-up classes” for absentees 
and we all finished with flying colors! 


Dw JorpAN Rocers, who has recently 
joined our staff as assistant director for 
publicity, was born in Kenosha, Wisconsin, 
and received her education at Hathaway 
Brown School, Cleveland; Choate School, 
Boston; and the University of Arizona at 
Tucson. Before coming to NopHn Mrs. 
Rogers did promotional work for the National 
Association of Manufacturers. During World 
War II she held public relations and executive 
positions with the Office of Price Administra- 
tion in Washington and the U: S. Army 
Quartermaster. 


100% NOPHN MEMBERSHIP 

All members of nursing staffs in the agencies 
listed below have been enrolled as 1951 mem- 
bers of the NopHN since the April listing was 
published. 

What about vour agency? If all nurses on 
the staff and or all members of your board or 
citizens committee are enrolled for 1951 please 
let us know. If all have not yet joined for 
1951 please remind them that their active 
interest and support are urgently needed if 


HEADQUARTERS 


Nopun is to get this year’s big job done. 


CALIFORNIA 
Santa Monica Visiting Nurse Asosciation 
CONNECTICUT 
Madison Pubhe Health Nursing Association 
Middletown District Nurse Association 
GEORGIA 
Savannah—Mary Maclean Milk Depot and Visiting 
Nurse Association 


KANSAS 

Kansas City Visiting Nurse Association 
MASSACHUSETTS 

Duxbury Nurse Association 
MICHIGAN 


Bay City—Public Health Nursing Service of the Civic 
League and City ot Bay City 

NEW JERSEY 
Hackensack—Central Bergen Visiting Nurse Service 
Salem—Child Welfare and Visiting Nurse Association 

PENNSYLVANIA 
Jenkintown—Old York Road Public Health Nursing 
Center 

Lebanon—Visiting Nurse Association 


NEW MEMBER AGENCIES 

We are glad to announce that the following 

agencies were granted membership in the 

NopuHN at a meeting of the Eligibility Com- 

mittee held on March 2: 

Clinton Public Health Nursing Association, Clinton, 
Conn. 

Visiting Nurse Association of Metropolitan Atlanta, 
Atlanta, Ga. 

Mount Desert Public Health Nursing Association, 
Northeast Harbor, Me. 

The District Nurses of the Woman’s Friend Society, 
Salem, Mass. 

Community Service Society, Bound Brook, N. J 

Public Health Nursing Association of Rumson, Sea 
bright and Fairhaven, Rumson, N. J. 

Visiting Nurse Association of Summit and Vicinity, 
Summit, N. J. 

Visiting Nurse Association, Niagara Falls, N. Y. 


BIBLIOGRAPHY ON FIELD 
INSTRUCTION 
A Bibliography on Field Instruction in Pub- 
lic Health Nursing, prepared by the NopHN 
Committee on Field Instruction, is available 
from the Nopun. This is the first time 
Nopun has offered for general distribution a 
bibliography on field instruction. The bib- 
liography was developed in response to many 
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requests for such material. It will be useful 
to institutions conducting educational pro- 
vrams in nursing and to public health nursing 
services providing field instruction in public 
health nursing. The price is 15 cents a copy. 


NGPHN FIELD SCHEDULE 

The following staff members attended one 
or both of the Regional Conferences held in 
Omaha, Nebraska; and Providence, Rhode 
Island, in April: Anna Fillmore, Marjorie L. 
Adams, Lillian Christensen, Helen V. Connors, 
M. Olwen Davies, Ruth Fisher, Jane J. Rogers, 
Dorothy Rusby, Jean South, Elizabeth C. 
Stobo, Marie Swanson, Judith E. Wallin. 

Other Field Trips 

Marjorie L. Adams Chicopee, Mass. 
Suffield, Conn. 
Winsted, Conn. 
Hartford, Conn. 
Litchfield, Conn. 
Atlanta, Ga. 
Daytona Beach, Fla. 


Mary Elizabeth Bauhan Boston, Mass 


M. Olwen Davies Boston, Mass. 


Helen Snow California 


Jean South Washington, D. C. 


Marie Swanson Morristown, N. J. 


Judith E. Wallin Tulsa, Okla. 


Fort Worth, Tex. 


ABOUT PEOPLE YOU KNOW 
Margaret S. Taylor, chairman of the NopHN 
Kducation Committee and a member of the 
Nopun Board of Directors, has been granted 
a WHO scholarship to study nursing in Brazil, 
Chile, and Colombia during the summer 


months. . . . Janet Campbell Thompson has 
been appointed educational director in the 
Bureau of Nursing Services, Cincinnati De- 
partment of Health. Miss Thompson is also 
assistant professor of nursing and _ health, 
College of Nursing and Health, University of 
Cincinnati. She is in charge of the portion 
of the college’s basic public health program 
which students obtain with the Cincinnati 
Health Department. 

Helen Bouck, formerly a staff nurse with 
the Ulster County (N. Y.) Health Depart- 
ment, returns to the agency as supervising 
nurse. During her absence Miss Bouck 
secured her M.P.H. from the University of 
Michigan and had additional training with 
the Nassau County (N. Y.) Health Depart- 
ment. ... The American Hospital Association 
announces the appointment of Dr. Malcolm 
T. MacEachern as director of professional 
relations. Dr. MacEachern retired recently 
as director of the American College of Sur- 
geons. 

M. Elizabeth Pickens has been appointed 
assistant director of the Bureau of Public 
Health Nursing, Baltimore City Health De- 
partment. Miss Pickens previously was an 
instructor at the Institute for the Study of 
Venereal Diseases in Philadelphia. In 1947 
she was assistant chief nurse in the public 
health and welfare branch of the U. S. Army 
General Headquarters in Japan... . Frances 
Crouch has been appointed deputy adminis- 
trator of American Red Cross Nursing Serv- 
ices. Miss Crouch served most recently as 
director of nursing services in the ARC 
Eastern area office. She holds a reserve com- 
mission as lieutenant colonel in the Army 
Nurse Corps. 


American Journal of Nursing for May 


Radiation Effects of an Atomic Bomb on Water, 
Food, and Milk . George W. Moore 


The Frightened Child Ruth Frank, R.N. 


Surgery and the Psychiatric Patient Rita Me 
Gowan, R.N 


Cancer of the Skin .» R. Lee Clark, M.D., and 


Charles J. Maisel 


Training Programs for Practical Nurses... Amy E. 
Viglione, R.N. 

They Like Rural Nursing 

The Industrial Nurse Is a Good Investment .. . Heide 
L. Hendriksen, R.N. 

A Progress Report on Nurses’ Assistants . . 
Lorentz, R.N. 

Preparation of the Nurse tor the Psychiatric Team 
... Dorothy Mereness, R.N. 


Mildred 
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NEWS AND VIEWS 


ARMED SERVICES WILL USE 
ANA PLACEMENT SERVICE DATA 

The Army, Navy, and Air Force Nurse 
Corps have agreed to accept biographies from 
the ANA Professional Counseling and Place- 
ment Service files, when available, as part of 
the application from nurses for commissions 
in the Armed Services. 

By utilizing already existing PC&PS records 
the processing of applications for appoint- 
ments to the Armed Services should be facili- 
tated. Also, because of the complete nature 
of the PC&PS records this arrangement should 
assist in making the best possible placement 
of nurses in positions for which they are 
properly qualified by education, experience, 
and aptitude. 

Release of PC&PS records to the Armed 
Services Nurse Corps will only be done at the 
request of the individual nurse. The nurse 
should request the counselor of the Counsel- 
ing and Placement Service where her creden- 
tials are on file to send them to the appropriate 
nurse corps officer, 

Any nurse whose records are not on file or 
not up to date with PC&PS may obtain proper 
forms from her state nurses’ association. 


REGULATION OF RESTAURANTS 

A recent Pennsylvania Supreme Court de- 
cision upholding the right of a local health 
department to safeguard public health by 
regulating the operation of restaurants may 
have nationwide implications, according to the 
Public Health Service, FSA. The decision 
reversed a decree of a lower court forbidding 
the Pittsburgh health department to grade 
local restaurants according to sanitation 
standards equivalent to those in the PHS’s 
recommended ordinance and code regulating 
eating and drinking establishments. 

“The Pennsylvania decision may well en- 
courage municipalities throughout the country 
to grade restaurants on the basis of compliance 


with sanitation standards and to post the , 
grade in the establishment where it is clearly 
visible to customers,” declared C. H. Atkins, 
chief of the PHS Division of Sanitation. 

The ordinance and code of the PHS is so 
worded that it may be used with or without 
grading provisions. Under the grading plan 
a restaurant is required to display a sign 
showing an A, B, or C rating from a local 
health department on the basis of PHS stan- 
dards. If the nongrading type of ordinance 
is used a restaurant is required to meet the 
grade A provisions or lose its license. 

The ordinance has been adopted as a regu- 
lation by 29 states and the District of Colum- 
bia, and on a local basis by 212 counties and 
529 municipalities in 43 states and the Ter- 
ritory of Alaska. 


JOINT BOARD OF DIRECTORS OF THE 
OREGON SNA, SLNE, AND SOPHN 
In Oregon the first steps in the organization 

of the Joint Board of Directors of the three 

state nursing organizations—the Oregon SNna, 

SLNE, and SopHN—were completed on Febru- 

ary 9, 1951. Earlier meetings at which Mrs. 

Jean Hamilton, president of the Osna, served 

as temporary chairman, had seen the outlining 

of areas of common interest or overlapping 
authority and the appointment of a Committee 
on Nominations. 

At the February meeting Mrs. Hamilton 
relinquished the temporary chairmanship to 
the elected officers. The president of the 
OLNE became the chairman; a lay member 
of the OsopHn vice-chairman; and an elected 
director of the OsNa, secretary. The execu- 
tive secretary of OsNA functions as admin- 
istrator. 

A Steering Committee of six is composed 
of the three elected officers and the presidents 
or vice-presidents of the three parent organ- 
izations. The committee has been instructed 
to organize a joint committee for the improve- 
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ment of nursing service to take responsibility 
for popular institutes within the state and to 
continue the study of Oregon’s nursing re- 
sources. 

All joint committees will be built around 
existing committees. The Steering Committee 
will work with already functioning commit- 
tee groups in developing programs and plans. 


STATE DIRECTORS’ MEETING 

State directors of public health nursing 
from forty-four states, the District of Colum- 
bia, Puerto Rico, and Alaska met in Washing- 
ton, March 12-16 for their biennial conference 
with the Children’s Bureau and the Public 
Health Service, Federal Security Agency. 
The subject of personnel for the emergency 
period received considerable attention. In 
her talk on the utilization of nursepower Ruth 
I'reeman, nursing consultant, National Se- 
curity Resources Board, estimated the country 
should have 63,000 more nurses now and 
another 35,000 by 1960. She pointed out 
that of the 205,000 inactive nurses at present, 
87 percent are married, 57 percent have de- 
pendents under the age of eighteen, and about 
10 percent are over the age of fifty. It is 
unrealistic to count on these nurses to fill 
unmet needs. 

Katharine Lenroot, chief of the Children’s 
Bureau, stated that nurses should consider 
themselves the community’s eyes and ears 
regarding civil defense and other emergency 
problems. She hoped the United States would 
do a better job in day care programs than was 
done during World War If. Anna Fillmore, 
general director, NopHN, participated in the 
several sessions as a resource person. 

The state directors were particularly con- 
cerned with the preparation of public health 
nurses. They agreed that more field training 
opportunities must be developed. 


ANA APPOINTMENT 

Jean Thurston has been appointed assistant 
executive secretary in charge of public rela- 
tions for the ANA. She replaces Annie Laurie 
Crawford, who has accepted a position with 
the Minnesota Mental Health Commission. 

Prior to joining the ANA Miss Thurston 
was a public relations executive with the firm 
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of Edward Gottlieb & Associates in New 
York, and earlier assistant director of public 
information for Wilson College, Chambers- 
burg, Pennsylvania. 

Mrs. Judith Whitaker, who has been sery- 
ing as assistant executive sécretary on public 
relations for ANA on a parttime basis, will 
continue in this position. 


@ The School of Nursing Education, Catholic Uni- 
versity of America, announces a workshop on the 
organization of hospital nursing services, to be held 
June 12-22. It is designed for nurse administrators 
responsible for the development of hospital nursing 
services, supervisors and head nurses in the various 
clinical fields, and nurse educators. 

The program will include the determination of 


nursing functions, organization of personnel for 
democratic functioning, concepts of interpersonal 
relations, and the relationship between nursing 


service and nursing education. 


@ An institute for workers with the tuberculous 
will be conducted at Chapel Hill, North Carolina, 
August 12-17, under the sponsorship of the North 
Carolina Tuberculosis Association and the Uni- 
versity of North Carolina School of Social Work. 
Similar to last summer's institute held under the 
same auspices, it is designed for people who work 
with the tuberculous, whether in an administrative 
or supervisory capacity or in direct service. 

Lecture subjects will be the patient as a whole; 
the patient in relation to his illness, his family and 


other important persons, and his work; and a 
historical background of the treatment of tuber- 
culosis. Participants will be divided into small 


groups to discuss lecture content and its implica- 
tions for their work. 


Tuition will be $12; rooms in dormitories $8 a 
week per person. Further information may be 
secured by writing Frank W. Webster, Executive 


Secretary, North Carolina Tuberculosis Association, 
Inc., 2620 Hillsboro Street, Raleigh. N. C. 


@ Two international summer schools on_ social 
services in Great Britain have been announced by 
Roffey Park Institute of Occupational Health and 
Social Medicine, Horsham, Sussex, England. The 
schools, to be held July 30-August 10 and August 
13-24, are designed for doctors, social workers, per- 
sonnel managers, vocational advisers, psychologists, 
and senior nursing administrators. 

The program covers such topics as the 
services in Britain, recent developments in vocational 
guidance, case demonstrations and conferences, the 
rehabilitative work of Roffey Park, and social serv 
ices connected with hospitals. A variety tours 
have been arranged, ranging from a visit to Heritage 
Crafts Schools and Hospitals to a tour of Oxford. 
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RAISE THE FLAGS—for 10 years of enrichment! 


Yes, it was ten years ago this May that 
U.S. bakers and millers voluntarily started 
enriching white bread and flour—thus con- 
tributing immeasurably to the nation's well 
being. An eminent nutrition authority says: 

“Enrichment of bread has meant not 

merely enriching the bread, but enriching 

the lives of many of our fellow citizens— 
enrichment of life measured in a greater 
sest for living and improved resistance 

to disease.” 

As part of a school-wide emphasis on 
nutrition, the children in the picture above 
have constructed a cardboard model of a 
slice of bread... and have made flags repre- 
senting various nutritive elements found in 
this common food. Thiamine, riboflavin, nia- 
cin and iron—the enrichment ingredients 
added to flour by millers and bakers—become 
more than just “‘big words” as the class learns 
what these, along with the other nutritive 
elements in bread, contribute to their over-all 
daily diets. And another big step forward in 
the study of foods is made as the children 
learn that “‘enriched”’ on a loaf of bread, a 
sack of flour, a package of rolls means more 
essential vitamins and minerals! 

If you'd like help in starting or expanding 
a nutrition project, suggestions for dramatiz- 
ing any phase of nutrition work, write to: 
Education Section, Dept. of Public Services, 
General Mills, Minneapolis 1, Minn. 


VITAL STATISTICS ON 
FLOUR ENRICHMENT 


A Before the enrichment 
program was started ten 
| years ago, virtually none 

of the nation’s white 
bread and flour output was enriched. 
Today about 87% of family flour and 
80° of commercial bakers’ bread and 
rolls have extra vitamins and minerals 
added. To date, 26 states with 56% of 
the total population have laws re- 
quiring enrichment. 


Copyright 1951, General Mille, Inc. 
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HE COULDN'T SEE* 


Thousands of school-age boys and girls 
have impaired vision, yet do not know it. 
While their sight is good enough for play, 
these youngsters cannot see well enough to 
take full advantage of their opportunity for 
an education. Only visual screening tests 
started in the kindergarten can detect chil- 
dren needing eye care. Thousands of 
schools from coast to coast use the Good- 
Lite Translucent Eye Chart for routine 
examinations. 


ACCURATE—Accepted by the 
Council of Physical Medicine 
and Rehabilitation, American 
Medical Association. 


PERMANENT—Welded metal cabinet. Printed 
matter embedded in hard, bakelite plastic. 
May be washed repeatedly. 


PORTABLE—Weighs only 4 pounds. Uses 
standard 8 w. dayligl Fluorescent bulb for 
110 volt A.C. Can be hung or screwed on 
wall, or placed on table 


Idren doing poorly in school 
*s or other eye care, doctors 
will show a_ tremendous 
ement when their vision has been 
cted 


THE GOOD-LITE CO. Dept. N. 
7638 Madison St. Forest Park, Ill. 


] Please send illustrated literature. 


Please send Translucent Eye Charts 


uplete with initials and children’s “E” 
$ 0 each 


City & Zone a State... 


_ NURSES — Free Booklet on 


& STERILIZER Out/it 


Latest Hospital Technique. 
Sterilizes formula, bottles, 
nipples, shields ALL IN 
ONE OPERATION. Nipple 
untouched to moment of 
feeding. Write for your 
FREE’ Booklet Ter- 
minal Sterilization today 


SANIT-ALL PROD. CORP., Greenwich, O. 


Us 


SECURITY 


BONDS 
ow: 


American Nurses’ Association 
Professional 
Counseling and Placement 
Service, Inc. 


FREE SERVICE FOR NURSES AND NURSE 
EMPLOYERS. POSITIONS LISTED IN ALL 
FIELDS OF NURSING THROUGHOUT USA 
AND ABROAD. 


Consult your State Nurses’ Association if a State 
PC & PS has been establ |. Otherwise consult 
the ANA PC & PS, Inc., Branch Office, 8 South 
Michigan Avenue, Chicago 3, Illinois. 
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J. A. & R. E. SOLMES 
MANUFACTURERS 
965 Arcade Street 
ST. PAUL 6, MINNESOTA 


FORMS 


UN 


Every ROSALIA Styled Uniform is 
a Masterpiece of meticulous 
workmanship, fine fabric and 
proper fit, to provide the 
professionally correct feeling and 
appearance of assurance. 


It’s important to every Professional 
Nurse to choose ROSALIA ... 
Second-to-None UNIFORM 
VALUES, eager to be compared 

for Style, Quality and Price. 


Public Health Nurse Uniforms 
are tailored by ROSALIA to 
your individual measurements. 


Write today for 1951 Brochure of ROSALIA 
Distinctive Uniforms for Nurses. 


J. A. & R. E. SOLMES, Manufacturers 
965 Arcade Street, St. Paul 6, Minnesota. 


Please send me your 1951 Brochure of ROSALIA 
Uniforms for Nurses. No Obligation. 


Name. 


Addr 


Town Zone. 


State. 
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Profesional Nurses Prefer... 
Uniforms 


The Triple Fealine WHEEL CHAIR 
i The LOW PRICE RANGE 


Standard and Deluxe Models 


Bright Hollywood plating 


Maroon Duck Upholstery 


Chrome Triple Plating 


Plastic Leatherette Upholstery 


PRESENTING THE HOLLYWOOD CONVERTIBLE: 


Special Bolt-on leg-rests are easily installed on the Hollywood Convertible 


Adjustable Walker 


Hollywood Convertible is the 
= biggest Wheel Chair value of them all. 


Wheel Chair. Leg-rest panels are self-adjusting 
for added comfort. Adjustable in elevation and 
in distance from seat to footboard. Leg-rests can 
be used on any Hollywood Convertible Wheel 
Chair. Leg-rest panels fold to side when chair is 
folded. The Hollywood Convertible Wheel Chair 
may also be converted to Producer, Director, and 
Celebrity Models. 


% 


* Write for information and complete catalog 
4 DISTRIBUTED BY 


EVEREST & JENNINGS 


Books 


(Continued from page 306) 


SOCIAL HYGIENE 

VeENEREAL Disease ContTROL IN THE USA. Report 
of WHO Syphilis Study Commission, technical 
report series No. 15. International Documents 
Service, Columbia University Press, 2960 Broad- 
way, New York 27. 69 p. 45c. Covering the 
history of the venereal disease control program 
in the USA, research, professional prostitution, 
diagnostic and treatment facilities, application of 
the US venereal disease control methods in na- 
tional and international programs, et cetera, with 
special reference to penicillin in early, prenatal, 
and infantile syphilis. 


CHILD CARE 
PARENTS OF THE ORTHOPEDICALLY HANDICAPPED 
Cuitp. E. Louise Ware. Mental Hygiene Series 
No. 3, Association for the Aid of Crippled Chil- 
dren, 580 Fifth Avenue, New York 19. 1950. 21 
p. 35c. Describes the problems of parents adjust- 
ing to a child with a physical limitation. Tells how 
some parents are able to overcome their feelings 
of guilt and frustration by constructive planning 
for the child’s special needs for growth and de- 
velopment, and also contains many practical sug- 
gestions jor activities and methods that may be 
used by the public health nurse in helping parents 

to accept handicapped children. 


PSYCHOLOGY 
PsycHoLocy, PRINCIPLES AND APPLICATIONS. Marian 
East Madigan. St. Louis, C. V. Mosby Company. 
1950. 403 p. $4.25. 


MEDICAL ECONOMICS 
Santa CrLaus, M.D. W. W. Bauer. Indianapolis, 
The Bobbs-Merrill Company. 1950. 266 p. $2.75. 


SOCIAL WORK 

TELLING THE WELFARE Story. State Charities Aid 
Association, 105 East 22 Street, New York 10. 
1950. 39 p. 50c. Prepared for volunteer welfare 
groups, suggesting simple basic publicity measures 
for use by busy people especially. 

INTERNATIONAL SuRVEY OF SoctaL Security. Inter- 
national Labor Office, Washington Branch, 1825 
Jefferson Place, N.W., Washington 6, D. C. 1950. 
236 p. $1.50. 


GERIATRICS 

PLANNING THE Oper YEARS. Edited by Wilma 
Donahue and Clark Tibbits. University of Mich- 
igan Press, Ann Arbor, Michigan. 1950. 248 p. 
$2.50. Of special value to middle-aged and older 
persons who wish to learn about aging or want 
guidance in planning for their later years. Con- 
tains many new and useful concepts and evaluations 
of present practices. 
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HIGHLY RECOMMENDED--The third revised edition 
of this widely accepted book on 


NURSING IN PREVENTION 
AND CONTROL OF 
TUBERCULOSIS 


by H. W. HETHERINGTON, M.D. 
and FANNIE W. ESHLEMAN, R.N., B.S. 


With a Foreword by ESMOND R. LONG, M.D. 


4 industrial health service, a community nursing 
Comments from a recent review: service, the health department, a faculty member 


“It is gratifying to be able to suggest that all i”, & Dasic or graduate school of nursing, or in 
nurses—institutional, education, and public health Se ee 

—may turn with the assurance of help to the 
latest volume on nursing in tuberculosis which 
comes from such truly competent authors as Dr. 
Hetherington and Miss Eshleman. 


“This third edition has added value in its ex- 
cellent illustrations and charts, as well as in 
the up-to-date chapter bibliographies and practi- 
cal questions."°—RUTH W. HUBBARD, R.N., 
Director, Visiting 

“In a clear direct style, carefully annotated, the Nurse Society, 


authors draw on their own and the authoritative Philadelphia, 
knowledge available in this field, constantly aware a. 

of their audience—the nursing profession. 

This book, in revealing to many of us 

how inadequate our knowledge and under- Send No Money 
standing have been, supplies a most up-to- 

date answer to the professional curiosity 


awakened by its forthright and compre- EXAMINE BOOK FOR 


hensive consideration of the subject. 5 DAYS 


Each reader will lay the book down MAIL COUPON TODAY Mheceston 


after a first reading with a heightened re- ' _ 
spect for the knowledge and perseverance FOR FREE EXAMINATION Shiemen 


which all workers in tuberculosis need | 


to employ. Furthermore, she will find G. P. PUTNAM’S SONS Dept. E-H 
herself returning repeatedly to her copy 210 Madison Avenue, New York 16, N. Y. 

for answers to fresh questions (on the 
prevention and control of tuberculosis) 
which arise in her daily experience. 
Answers will be found which give practi- 
cal help to the nurse, whether she is a 
staff member of a tuberculosis hospital or 
clinic, a general hospital, a school or 


Please send me a copy of NURSING IN PREVENTION 
AND CONTROL OF TUBERCULOSIS for 5 days’ free 
examination. Ii I decide to keep the book I will remit $4.50 
P us postage; otherwise I will return the book within five 
days. 


Name 
Address 


SAVE! Send $4.50 with coupon and we will pay postage. 
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Smith-Gray serves the uniform suit and coat requirements 
of Army Nurses, Navy Nurses, Air Force Nurses, and Nurses of 


the U. S. Public Health Service. 


We were the first firm in our field to produce the new style 
Navy Nurses’ Raincoat, and we are the first firm in our field to 
produce the new style Army Nurse Corps uniform suit and coat, 
which were just authorized for wear beginning March 1, 195]. 


1 Smith-Gray garments are beautifully custom-tailored to 
individual measurements, and their superiority is due to the 
perfect combination of expert styling, skillful workmanship, and 
finest materials throughout. 


Al 


We announce with pride the opening of our attractive new 


showroom in the nation’s capital, and we cordially invite you 


Smith-Gnray of Washington 


1005 E Street, N.W. 


Send for a measure-order form today. Our facilities and our 
thorough experience in the women’s uniform tailoring field are 
at your disposal. 


TO WEAR THE BEST—WEAR SMITH-GRAY 


AAITH -GRAY 


740 Broadway, 
New York 3, N.¥. 


DESIGNERS, STYLISTS, AND PRODUCERS OF WOMEN’S UNIFORM SUITS AND COATS 
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Visiting Nurse 


| Adopted by Visiting Nurse Association of Chicago 


Made of genuine Seal Grain Cowhide. 
Leather lined, double-stitched and ar- 
ranged for black rubber or white wash- 
able interchangeable linings the Visiting 
Nurse Bag combines the utmost. in 
smartness and utility. 


The lining is equipped to hold in place 
six two-ounce saddle bag bottles fitted 
with ground glass stoppers together with 
nickle-plated screw caps. Loops for two 
thermometers, pen and pencil, hand scrub 
brush, soap box, scissors and pocket for 
report book are provided. 


The bag is twelve inches long, six 
inches wide and six inches deep. Rings 
and shoulder straps can be furnished on 
special order. Prices quoted upon request. 


Best attention given to repair of bags 
and linings. 


EXTRACTS AND 


WASHES AIR, HUMIDIFIES, VAPORIZES, DOES ALL 
VACUUM CLEANING WORK, AND EVEN SCRUBS FLOORS! 


Water is the secret of Rexair’s dust-filtering action. Rexair—and only 
Rexair—passes the stream of dust-filled air completely through a 
churning bath of water, discharging clean, humidified air into the 
room. Rexair direct factory sales and service branches are listed in 
phone books of principal cities of United States and Canada. Call 
your local branch or write direct to: 


REXAIR DIVISION, Martin-Parry 
Box 964 ME51 


7 j » EXCLUSIVE WITH Rexair 


Fully Guaranteed by a 69-Year-Old Company 
OVER 1,000,000 SATISFIED USERS 
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A PATTERN FOR NURSING IN THE DEFENSE EFFORT 


THE HISTORY OF THE 
NATIONAL NURSING COUNCIL 


by Hope Newe R. N. 


Whether you are associated with a governmental or voluntary 
agency, whether you are a nurse or nonnurse, a member of a 
P board of directors, or of a citizens advisory committee, a field 
: nurse or a public health nursing director, as a new period of 
mobilization is upon us you will want this timely publication 
distributed by NOPHN for the National Nursing Council. 


This 118-page history 

: . . . takes you through the world war years with 

the National Nursing Council, from its incep- | 
tion in 1940 to its dissolution in 1948 

. tells you what were the problems confronting . 
nursing in defense 

. describes how these problems were met, prob- 
lems that nursing again faces in the present 

t threat to national security 


This factual account of the gigantic task of marshalling basic 
facts, the joining of forces, the planning involved, and about 
the people who made the National Nursing Council possible 
will furnish you with the necessary background for adjusting 


your job, your agency, your policies, to meet the demands of 
the national emergency. 


Place your order now for a copy. Use the convenient order blank below. 


NATIONAL ORGANIZATION FOR PUBLIC HEALTH NURSING 
2 ParK AVENUE, New York 16, N. Y. 


I enclose $ for copies ($2.00 a copy) of “The History of the 
National Nursing Council.” 


Name Organization 
Street 
Town _. Zone _.. State. 
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No. 3582 Green Steel 
2-Drawer Filing Cabinet 
For 5” x 8” Record Cards 


Write for 


FOR EFFICIENT FILING OF YOUR NOPHN 


FILING CABINETS 


Available in steel, wood or heavy cardboard 
MEAD & WHEELER COMPANY 


Exclusive publishers and Cua. of the Standard NOPHN 
Record Forms—prepared and mended by the 
Organization for Public F Health Nursing. 


free sample set of 


RECORD FORMS, USE, 


M & W CO. 


Also Index Guides and Systems 


218 West Monroe Street 
Chicago 6, Illinois 


National 


NOPHN Record Forms or 
Pamphlet on Office Supplies. 


POSITIONS AVAILABLE 


Advertisements. in this column are accepted at the fol- 
lowing rates: 10c a word with a minimum of $3 for 30 
words or less, MONEY TO ACCOMPANY ORDER FOR 
INSERTION. Agency 
may have ONE insertion up to. 50 wands without charge. 
Closing date for copy and cancelation is the Ist of the 
month previous to publication. 


Ww V ANTED—Physical therapist. Able to take charge 
of department. 170 bed hospital near Detroit. Main- 
tenance available in nurses’ home. Apply: Wyan- 
dotte General Hospital, Wyandotte, Michigan. 


WANTED— Director, generalized nursing program ; 
population 78,000; 13-nurse staff, one supervisor; 
preparation required: bachelors degree, 5 years of 
public health nursing experience, at least 2 of which 
must have been under adequate supervision and 2 
éf which involved supervision of public health nurses ; 
New York State retirement plan; 2 days vacation 
a month, 1 day sick leave a month; car furnished 
for professional use. Apply to Dr. H. C. Miles, 
Cattaraugus County Health Department, Olean, New 
York. 


WANTED—Public health nurses for county health 
departments in Oregon; salary $260 or more to 
start; established personnel policies; career oppor- 
tunities. For detailed information write today to 
A. T. Johnson, Merit System Supervisor, 1019 S.W. 
Tenth, Portland 5, Oregon. 


WANTED—Public health nurses, New York City 
Department of Health; immediate appointment on 
provisional basis; generalized service includes ma- 
ternal and child care, school health and communicable 
disease control; starting salary $2,400; 37-hour week, 
liberal vacation and sick time allowance, pension 
rights, inservice training; applicants (except New 
York State veterans) must not have reached 36th 
birthday. Write to Bureau of Public Health Nursing, 
City Health Department, 125 Worth Street, New 
York 13, New York. 


WANTED—Directing supervisor, public health. 
Visiting nurse work, school health program; salary 
based on experience; 40-hour week; 30 days vaca- 
tion with pay; sick leave; small staff; mileage for 
own car. Requirements: college degree, postgraduate 
work in public health; staff nurse experience. Write 
to Northern Bergen Nursing Service, Inc., Ramsey, 
New Jersey. 


WANTED—Supervisor for nonofficial agency in 
Philadelphia-Main Line area; generalized service 
including school health program; student affiliates ; 
13 field nurses and assistant supervisor; one month’ 
vacation, 3914-hour week, sick leave, retirement plan ; 
allowance of 8c a mile for use of own car; prepara- 
tion and experience which meet Nopun standards 
required; salary open. State qualifications and date 
available. Apply to Executive Secretary, Com- 
munity Health and Civic Association, 25 East Athens 
Avenue, Ardmore, Pennsylvania. 


WANTED—Director, public health nursing service, 
also educational director, combined city, county, and 
VNA program; industrial city, population 80,000, 
county population 200,000; southeastern state; excel- 
lent salaries for experienced well prepared candidates. 
Write to box 5651, Pustic HeattH Nursinc mag- 
azine. 


WANTED—General duty nurses. Single rooms 
available in nurses’ residence at $15 a month; 
beginning salary $240 a month, $10 increase after 
two years; 40-hour week; $10 additional for 3-11 
p.m. and 11 p.m.-7 a.m. shifts; operating room and 
delivery room nurses with one year of previous 
experience or special preparation, $10 additional; 
retirement plan and social security provided. Write 
to Director of Nurses, Stanford University Hospitals, 
Clay and Webster Streets, San Francisco 15, Cali- 


fornia. 


WANTED-—Staff supervisor for visiting nurse organ- 
ization; must meet NopHNn requirements; retirement 
plan; social security; 30 days vacation, 14 days sick 
leave; beginning salary dependent upon previous 
experience and training; semi-annual salary increases 
to maximum. Write to Director, Visiting Nurse Asso- 
ciation, 316 Elizabeth Street, Utica, New York. 
WANTED-—Director, Muncie, Indiana; indus- 
trial city of 65,000, State Teachers College; Nopun 
qualifications preferred; 5-nurse staff; student pro- 
gram; liberal personnel policies; car essential; 
salary open. Write to Mrs. Louis P. Fisher, RR2, 
Farmland, Indiana. 


WANTED—Public health nurses for positioas in 
urban and rural agencies, official and private, in 
various parts of the country. No fee. Apply in 


person or write to Nurse Counseling and Placement 
Office, New York State Employment Service, 119 
West 57 Street, New York 19, N. Y. 
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wt WHAT HAPPENS 
SICKNESS 
Of CuTS THE INCOME P 
BICKNESS OF 
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STUDY THIS TREE 


PROTECT YOUR INCOME 


Our Sickness and 
Accident Policy 


Covers All Accidents and Illnesses 
No exceptions) 


Does not discriminate against 
the female risk 


This COUPON will bring 
full particulars 


Massachusetts Bonding & Insurance Co. 
123 William Street, New York 7, N. Y. 


DANA G. HALL AGENCY. INC. 


Would like full particulars regarding 
Insurance for Nurses. 


Address 
City State 


WANTED—Staff nurses in official agency; general- 
ized program, university community; salary based 
on education and experience; car essential, travel 
allowance. Write to Miss Grace Schroth, Supervising 
Nurse, Champaign-Urbana Public Health District, 
505 South Fifth Street, Champaign, Illinois. 


WANTED-—Staff nurse and substitute for nonofficial 
agency in attractive industrial community, popula- 
tion 83,000; generalized program; 10-nurse staff; 
salary based on preparation; excellent personnel poli- 
cies, 5-day week, 4 weeks paid vacation, retirement 
plan and social security. Apply to Director, Visiting 
Nurse Association, 194 Concord Street, Manchester, 
New Hampshire. 

WANTED—The expanding National Blood Program 
of the American National Red Cross offers a dif- 
ferent professional nursing specialty to nurses who 
can fill chief nurse and deputy nurse positions in 
blood centers. A college degree or at least two 
years of college work is required, as well as experi- 
ence in teaching, administration, and public rela- 
tions. Blood bank or operating room experience is 
desirable but not required. Inquiries should be di- 
rected to Mr. Raymond R. Fisher, Administrator 
for Personnel Services, National Headquarters, 
American National Red Cross, Washington, D. C., 
and reference should be made to the National Blood 
Program. 


WANTED—Qualified staff nurses for combination 
agency, private and official; program includes bed- 
side nursing, maternal and child care, communicable 
disease, parochial school nursing: good salary, de- 
pending upon preparation and experience; 5-day 
week, liberal vacation and sick leave, retirement. 
Write to Miriam A. Dailey, Director, Public Health 
Nursing Service, 65 Chestnut Street, Montclair, New 
Jersey. 


W ANTED— Public health nurses and supervisor in 
tuberculosis, Baltimore County Health Department ; 
population 270,000; suburban, industrialized, and 
rural areas; county seat 8 miles from Baltimore; 
generalized service including progressive school pro- 
gram; 50 field nurses; one month vacation; 5-day, 
35'2-hour week; sick leave; retirement plan; al- 
lowance of 7c a mile for use of personal car. 
Supervisor: degree and special preparation in tuber- 
culosis nursing required; beginning salary $4,000. 
Public health nurses: qualified, beginning salary 
$2,600-$2,700; junior nurse, beginning salary $2,400; 
trainee, beginning salary $2,300. Write to Dr. Wil- 
liam H. F. Warthen, Health Officer, Baltimore 
County Health Department, Towson 4, Maryland. 


WANTED—Public health nurses, general rural pro- 
gram. Salary: public health nurses, $2,652-$3,336; 
graduate nurses as assistant PHNs, $2,340-$2,772; 
$20 monthly car rental plus upkeep; 5-day week, 
vacation, sick leave, and retirement benefits. Write 
to Hazel Higbee, State Health Department, Rich- 
mond, Virginia. 


W ANTED—Public ‘health nurses; generalized rural 
program; salary starting at $2,400; 38-hour week, 
2 weeks vacation, 2 weeks sick leave; travel allow- 
ance; retirement benefits. Write to Health Commis- 
sioner, Wayne County Health Department, Wooster, 
Ohio. 
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even in stubborn 
slow healing wounds 
burns 
ulcers 


(decubitus, varicose, diabetic) 


OINTMENT 
the external 
cod liver oil therapy 


accelerates healing 


New clinical studies' again prove the ability of 
Desitin Ointment to ease pain, inhibit infection, stimulate 
healthy granulation, and accelerate smooth epitheliza- 
tion in lacerated, denuded, ulcerated surface tissues... 
often in conditions resistant to other therapy. 


protective, soothing, healing Desitin Ointment is a seif-sterilizing 
blend of high grade, crude Norwegian cod liver oil (with its 
unsaturated fatty acids and high potency vitamins A and Din 

proper ratio for maximum efficacy), zinc oxide, talcum, petrolatum, 
and lanolin. Does not liquefy at body temperature and is not 
decomposed or washed away by secretions, exudate, urine 

or excrements. Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 oz., 4 0z., and 1 Ib. jars. 


write for samples and reprint D iti 
CHEMICAL COMPANY | 


1. Behrman, H. T., Combes, F. C., Bobroff, A., 70 Ship Street, Providence 2, R&. |. 
and Leviticus, R.: Ind. Med. & Surg. 18:512, 1949. 
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Spring 
—aud ou tate Summer 


This crisp, figure-flattering Seersucker dress is 
wonderful for now and the warmer weather 
ahead. Here’s why: 


BRUCK’S 


SEERSUCKER 


is made of especially selected, fine qual- 
ity Blue-and-White-Striped Combed Yarn 
Seersucker . . . deftly designed and 


BRUCK’S — tailored in the newest length 
SEERSUCKER 


is professionally correct, wondrously 


BRU CK’S wearable, perfectly proportioned to en- 
sure perfect fit and lasting loveliness. 


SEERSUCKER 


is unsurpassed in value. These days, 
when every penny counts, BRUCK’S truly 
s-t-r-e-t-c-h-e-s your dollars at the sen- 
sationally low $7.95 price. Be smart! 
Order as many as you need RIGHT 
NOW! 


NOPHN STYLE 920 Matching WHEN YOU ORDER 


Ww > BERET or CAP When ordering by mail, please give 
ates $ , 95 $1.50 each regular dress size, bust, waist, hip 
ONLY 


Small, Medium, ; measurements, weight and height. 
SIZES 10-20, 40-46 Large ASK FOR FREE CATALOG. 


VISIT OUR SHOPS 
ERS tO: 


RD 
NEW YORK PITTSBURGH \ MAIL 


DETROIT CHICAGO 
BALTIMORE Dept. PH-5 
IMMEDIATE DELIVERY 387 Fourth Avenue 
New York 16, N. Y. 
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